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New (Sth) Edition — CECIL & LOEB’S MEDICINE 


809 separate disease entities are described in the 
New (8th) Edition of this world-famous work— 
positive indication that the book is compiete, 
meeting every need of student and practitioner. — 
And each disease is discussed thoroughly by one , 


For the new edition, modern concepts of patho- 
logic physiology and psychosomatics have been 
integrated into each article. Treatment is detailed 
as never before and includes up-to-the-minute 


of the 168 authorities who comprise the “teach- | 
ing staff.” 


versity; and Ropert Logs M.D., Bard Professor of Colum 
1627 pages, 7” x 10”, with eg ie: of illustrations, some in color. $12 


See SAUNDERS Advertisement on next 2 pages _ 


endations on the use of ACTH, cortisone, 
banthine, gantrisin, etc. The illustrations are 
numerous and ar 
Edited by Russert L, Ceci, M.D., Professor of Clinical Medicine Emeritus, es jo Uni- 


University, 
00, New (8th) Edition. 
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New (10th) Edition 
of a great SAUNDERS text 


... with 140 magnificent 
illustrations on 864 figures, 


194 in color—far more than 


Compression of the corpus uteri for the control of postpartum any other one-volume work On 
hemorrhage, with the closed fist in the vagina and the other hand 
on the abdomen, 


the subject! 


Greenhill-DeLee’s Obstetries 


Oo” of the most attractive features of this great book is its magnificent collection of obstet- 
rical illustrations. There are 1140 of them, with 194 in color, and they provide the reader 
with a real atlas of the subject. Dr. Greenhill tells you what to do at every stage of labor and 
the puerperium—then he shows you exactly what he means. 


The revision for this New (10th) Edition was so extensive that not a single page remains 
unchanged. New developments made at America’s leading obstetrical centers are incorporated, 
along with up-to-date concepts of the psychology of pregnancy and similar topics. You'll find 
this new “Greenhill” the most modern and useful book on the subject available today. 


Use of intratracheal catheter 


With the index finger of the left hand the e a * is pulled 
forward and the arytenoid cartilages are touche At the same 
time the catheter is passed along this finger until it lies over the 
rima, just behind the epiglottis. Now the tip of the catheter is 
ulled forward sharply with the index finger, while the emt 
nd, giving the tube a slight twisting motion, it is pushed 
into the trachea. The physician’s lips are applied to the lies 
mouth piece and the contents of the trachea are drawn with light 
suction into the catheter, which is then removed and its contents 
forcibly blown out on a towel for inspection. Sometimes the suc- 
tion on the catheter is continued as it is withdrawn to clear the 
whole tract, It may be necessary to repeat this procedure several 
times. It is wise also to compress the chest gently between the 
thumb and four fingers to force the material out of the smaller 
bronchi. The right and then the left bronchus may be emptied 
pA pasting the catheter deeply into the chest and turning the 
ild’s head and shoulders sharply to either side. 


By J. P. Greennitt, M.D., Attending Obstetrician and Gynecolo- 
gist, the Michael Reese Hospital; Professor of Gynecology, Cook 
County Graduate School of Medicine. 1020 pages, 7” x , with 
1140 illustrations on 864 figures, 194 in color. 00. 


New (10th) Edition. 


SAUNDERS Order Gorm 
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THE of the American by the American Medical Association, Subscri $15.00 a 45c a 
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‘Amer inedical “Association, 535 N. Dearborn St., Chicago 10, Illinois 
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Dunean’s Diabetes Mellitus 


. . . today’s methods of diagnosis and treatment, with a 
clear explanation of the simplified Food Exchange System 


he purpose of this important new book is to assemble in one convenient place all of today’s 

knowledge about diabetes—its pathologic physiology, its diagnosis and its treatment. It 
enables the physician to make the best possible use of the facilities available to him for the detec- 
tion and control of this common disorder. It provides him with the means of setting up an 
individual plan of treatment for each patient which will assure that patient practically a normal 
life span devoid of complications. 


One of the more important points discussed here is the simplified Food Exchange System, 
which permits the patient much greater flexibility in his diet and therefore makes the physi- 
cian’s task easier. The System is covered in great detail (38 pages), with instructions on 
how to explain the plan to the patient. 


A 43-page chapter is devoted to Insulin Therapy. Dr. Duncan tells you when to use insulin 
and which type to prescribe. In convenient tables he lists the various types and mixtures 
available, with data on time of administration; number of doses per day; time of greatest risk 
of hypoglycemic reaction; timing of special nourishments ; timing of blood sugar tests; and urine 
specimens which are most likely to contain, and most likely to be free from sugar. 


By Garrietp G. Duncan, M.D., Clinical Professor of Medicine, Jefferson Medical College; Director of the Medical Divisions of 
the Pennsylvania Hospital and the Benjamin Franklin Clinic, Philadelphia. 289 pages, 6” x9”, illustrated. $5.75. New. 


Moore’s Textbook of Pathology 
Onder Gorm 


| a the New (2nd) Edition this standard text 
h 


as been reorganized, reset in a double- 
column format, and revised so as to include all 


7-28-51 


recent developments in the field—especially the 
physiological and chemical aspects of pathology. 


A significant innovation is the new chapter on 
Diffuse Collagen Diseases. Important too is the 
modern etiologic approach used throughout—the 
material is arranged according to pathologic 
agents and their portals of entry into the body. 
By Ropert A. Moore, Edward Mallinckrodt Professor of Pathol- 


ogy, Washington University School of Medicine, St. Louis. 1048 
pages, 7” x 10”, with 501 illustrations, 33 in color. $12.50. 


New (2nd) Edition. 


W. 8. SAUNDERS Company, 
West Washington Square, Philadelphia 5, Pa. 


Please send and charge my account on your Easy 
Payment Plan for Physicians: 


0) Cecil & Loeb’s Textbook of Medicine. . .$12.00 


(1) Greenhill-DeLee’s Obstetrics ........... 12.00 

(1) Duncan’s Diabetes Mellitus............. 5.75 ° 

C) Moore’s Textbook of Pathology......... 12.50 
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TICE’S PRACTICE OF MEDICINE 
And Its Integral Services 


@ For over three decades Tice’s Practice of Medicine has enjoyed an ever-increasing world-wide 


popularity. This medical masterpiece is constantly and meticulously revised. In the last few 


months vital changes have taken place. New and revised chapters totalling hundreds and hun- 


dreds of pages have been sent to subscribers on the following subjects: 


Vitamin B Complex 
Rheumatic Fever 
Whooping Cough 

Diseases of the Blood 
Tularemia 

Erysipelas 

Hodgkin’s Disease 

Diseases of the Pleura 

The Epilepsies 
Gastrointestinal Hormones 


The Exogenous Toxins 
Psittacosis and Ornithosis 


Management of Gonococcal 
Infections 


Infections of the Kidney; 
Cysts and Tumors of the 
Kidney; Hydronephrosis; 
Renal and Ureteral Cal- 
culi 


The Use of Drugs in Gas- 
trointestinal Disorders 
Roentgen Diagnosis and 
Treatment of Endocrine 
Disorders 

Penicillin in the Treatment 
of Syphilis 

Trauma tothe Central Nerv- 
ous System and Its Envel- 
opes 

The Thyroid Gland 


@ The description of o patient with a disease rather than a pathological picture of a disease entity is 
one of its chief appeals to the Practicing Physician. 


@ The fact that it is essentially clinical is a feature that has gained the plaudits of its users. 


@ All the things you do for a patient and all the recommended drugs are printed in heavy bold-faced 
type. Minimum and maximum dosages are stated in the metric and apothecaries’ systems. 


@ These features, plus the tremendous emphasis that treatment receives, has earned Tice’s Practice 
of Medicine the title of a loose-leaf therapy. 


THESE COMMENTS” 
from a leading physician 
in North Carolina are 
representative of the views 
expressed by thousands 


of our active subscribers 
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LOOSE-LEAF REVISIONS 
Your Reference Keeps Up With Progress 


As medicai advances are made, new pages of clinically proven 
material are prepared for Tice’s Practice of Medicine. Loose- 
leat bindings enable you to replace old pages with new, easily 


THE INTERNATIONAL MEDICAL DIGEST 
Cumulatively Indexed 
Binder Holds Twelve Monthly Issues 


All the newer developments in general medicine, pediatrics, etc. 
are succinctly described. It is a “cooling off” place for diag- 
nostic methods and therapeutic procedures before they become 
firmly established for inclusion in Tice’s Practice of Medicine. 
Bound copies provide instant reference. A critical analysis of 
current therapy is a monthly feature which aids you in deciding 
what to do and what not to do. 


In very triuth id is a Three- 


and quickly. Revisions like those shown assure you that you 
are following latest approved methods. 


THE CONSULTING BUREAU 
A Personalized Service 
To Fill Your Special Requirements 


At various times during the year you must have felt the need 
for information that was not available in your library, your town 
or city. A request to the Consulting Bureau stating your lit- 
erature needs is all you do to get the desired information. 
The researched material you receive is yours to keep. You, like 
thousands of active subscribers, would find this a veritable gold 
mine in its money and time-saving aspects. 


1. Loose-leaf Revisions—keep your reference 


right up-to-the-minute. 


2. International Digests—report “The News” of 
the medical world for your fast reading. 


Gold Seruice, vast in its com- 


in cost 


3. Consulting Service—answers your personal 
need for research. 


F. PRIOR COMPANY, Inc. 


Please send me information on: 


Hagerstown, Maryland 


PRIOR COMPANY, Inc. Hagerstown, Meryl 


BRENNEMANN-McQUARRIE’S PRACTICE OF 
DAVIS‘ GYNECOLOGY AND OBSTETRICS | 
oO LEWIS-WALTERS’ PRACTICE OF SURGERY CIT . 
-51 


J.A.M.A., 


Attending Surgeon, Adelphi Hospital; Director of Surgery, Brooklyn Hospital for the Aged; Instructor in Anatomy, 


New York Medical College. 


This book reviews concisely the anatomy of the hernial regions and discusses the important 
features of external abdominal hernias—and the rare hernias. 


“This book is well written, easily read and 
adequately illustrated. It can be recommended 
as a reference for students, practitioners and 
specialists.”—Journal of the American Medical 

ssociation 

“. . . represents a ready source of much 
information valuable especially to students 
and younger surgeons. The various types of 
hernias are lucidly described as to etiology, 
management and prognosis. The section deal- 
ing with complications and dangers of inguinal 
and femoral hernias is excellent . . . the 
book is a good contribution to the field and 
to the practicing surgeon’s library.’”’—American 
Journal of the Medical Sciences 


510 pages 98 illustrations 


(i 
2 


“[Dr. Iason’s] purpose was to present (with 
comprehensive brevity) the essential prin- 
ciples in the diagnosis and management of 
hernia. In this he has succeeded. The material 
has been well handled and for an epitome it 
has been made much more readable than is 
often achieved in such a volume.”—Surgery, 
Gynecology and Obstetrics 


“This book, in a concise and clear manner, 
gives an informative presentation on the sub- 
ject of hernia. . . . covers the subject briefly 


and in an easily readable form. . . . highly 
recommended.”—Review of Gastroenterology 
index $6.50 


GRUNE and STRATTON, Inc. 
381 Fourth Avenue, New York 16, N.Y. 


July 28, 1951 


SYNOPSIS HERNIA 


By ALFRED H. IASON, M.D. 


UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


GRADUATE STUDIES IN THE 
CLINICAL SPECIALTIES AND 
BASIC MEDICAL SCIENCES 


Eight Month Courses Beginning October 1, 1951 


Anesthesiology Orthopedics 
Basic Medical Sciences Otolaryngology 
Dermatology-Syphilology pediatrics 
Gastroenterology 

Medicine 
Internal Medicine 
Neurology - Psychiatry Suagery 
Ophthalmology Urology 


Following completion of the above 
basic courses students may become can- 


didates for the degree of M.Sc. (Med.) 


For information on these and other courses address: 


The Dean, Graduate School of Medicine, Room 237 
University of Pennsylvania, Philadelphia 4, Pa. 


LUZIER’S SERVICE 


Many doctors recommend 
Luzier’s Service because they 
know (1) That Luzier’s Fine 
Cosmetics and Perfumes are accepted for 
‘advertising in publications of the Ameri- 
can Medical Association: (2) That they 
can get detailed information concerning 
the Luzier formulary and in_ specific 
cases, raw materials for patch testing 
and (3) That this service is made avail- 
able by Cosmetic Consultants who assist 
with the selection of suitable beauty aids 
and explain how they should be applied 
to achieve the best results, the loveliest 
cosmetic effect. 


LUZIER’S INC., Kansas City, Mo. 


Makers of Fine Cosmetics and Pertumes 
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Optzmum 
clinical 


benefit... 


minimum 
untoward 

ORALLY POTENT CONESTRON 
effe CTS offers the clinical advantages of therapy with 


conjugated estrogens: 
e Prompt restoration to the menopausal patient 
of a full sense of well-being. 
e Remarkable freedom from untoward side effects. 


For convenience, acceptability, tolerance, and 


efficacy, prescribe 


Conestron 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
Conjugated Estrogens from Natural Sources. Available in 
graduated potencies: Tablets of 0.3, 0.625, 1.25 and 2.5 mg. 


Wyeth Incorporated, Philadelphia 2, Pa. 


® 
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LIST OF STATE MEDICAL ASSOCIATIONS 


SOCIETY | PRESIDENT | SECRETARY _ANNUAL MEETING _ 
Alabama, Med. Assn. of the State of T. Brannon Hubbard, Montgomery..|D. L. Cannon, 537 Dexter Ave., Montgomery 4....... Montgomery, April 17-19 
Alaska Territorial Medical Assn...... Dwight L. Cramer, Ketchikan. .... “Willia am P. Blanton, Box 2569, Juneau... 
Arizona Medical Association........ Robert E. Hastings, Tucson. ......! Frank J. Milloy, 15 E. Monroe St., Phoenix 
Arkansas Medical Society....... .... Charles R. Henry, Little + = {W. R. Brooksher, 100 N. 16th St., Ft. Smith......../Little Rock, April 21-23 
‘slifornia Medical Association.......H. Gordon MacLean, Oakland......'Albert C. Daniels, 450 Sutter St., San Francisco 8.. 
Colorado State Medical Society...... ‘Ervin A. Hinds, Denver.......... Mr. H. T. Sethman, Republic Bldg., Denver 2. ‘|Denver, Sept. 18-21 
Connecticut State Medical Reckety .. Brae Rafferty, Willimantic........ Creighton Barker, 160 St. Ronan St., New Haven.. 
Delaware, Medical Society of........ ‘Charles C..Wagner, Wilmington... Andrew M. Gehret, 1007 Park Place, Wilmington.... .| Wilmington, Oct., 1951 
District of Columbia, Med. Soc. of...|/William M. Ballinger, Washington Mr. T. Wiprud, 1718 M St., N.W. , Washington 6....| Washington, Oct. 
Florida Medical Association......... David R. Murphey Jr., Samuel M. Day, Box 1018, ‘Jacksonville Holly wood, ‘April 27- 30 
Georgia, Medical Association of......|W. Reavis, David Henry Poer, 875 W. Peachtree St., N. E., — Atlanta, May 12-14 
Hawaii Territorial Medical Assn.....|Harry L. Arnold Jr., L. Tilden, Mabel Smyth Bldg., Honoluly .| Honolulu, May 1-4 
Idaho State Medical Association..... Russell T. Scott, Lewiston...... . Robert S. McKean, 305 Sun Bldg. .. Boise...... . 
Illinois State Medical Society....... C, Paul White, Kewanee M. Camp, 224 S. Main St. uth, 
ndiana State Medical .. Alfred Ellison, South Bend...... Ray E. Smith, 23 E. Ohio St., -{Indianapolis, Oct. 29-31 
owa State Medical Society......... Donald C. Conzett, Dubuque...... Allan B. eon ny 406 Sixth y em Des Moines 9.....|Des Moines, April 28-30 
sthmian Canal Zone, Med. nae R. Brown, Balboa eights..,Carl M. Johnson, Box “‘O,” 
Kansas Medical Society............+. H. Benage, Pittsburg.......... D. D. Vermillion, 512 New England Bidg., Topeka...|Kansas City, May 5-8 
Kentucky Medical Association. . Overstreet, Louisville........ Bruce Underwood, 620 S. Third Louisville 2. Louisville, Oct. 2-5 
uisiana e Medical L. Zander, New .'C, Grenes Cole, 1430 Tulane Ave., New Orleans .|Shreveport, April 28-30 
Maine Medical Association.......... Harold Jameson, Rockland. .|/Mr. W. Mayo Payson, 142 High St., Portland 3.... 
aryland, Med. and Chir. Walter Dent Wise, Baltimore...... George H. 1211 Cathedral St., Baltimore... Baltimore, April 22-23 
Massachusetts Medical .L. S. McKittrick, Brookline.......|H. Quimby Gallupe, 8 The Fenway, Boston 15. 
Michigan State Medical Cc. E. Umphrey, Detroit...... IL. Fernald 2020 Olds Tower, Lansing ‘|Grand Rapids, Sept. 
Minnesota State Medical Assn....... ohn F. Norman, Crookston....... fi B, Souster Lowry Medical Arts Bldg., St. Pau seach Minneapolis, May 26-2 
Mississippi State Medical Assn......|James Grant Thompson, Jackson. . .|T. M. Dye, Box 295, Clarksdale.............. e- 
Missour: State Medical Association .. C. Edgar Virden, Kansas City..... H. E, Petersen, 634 N. Grand Blvd., St. Louis 3. eee 
Montana Medical Association........ Cc. H. Fredrickson, — i ‘Mr. L. R. Heglan d, 104 N. Broadway, Billings....../Great Falls, Sept. 13-16 
ebraska State Medical . Charles H. Sheets, Cozad.. B. Adams, 1315 Sharp Bidg., Lincoln 8..... 
Nevada State Medical Association... Walter F. ren, OS Se .... Wesley W. Hall, 307 W. 6th St., Reno......... «+++ Reno, Sept. 1 
New Hampehive Medical Society..... Harris owers, Manchester..... Deering G. Smith, 44 Chester St. Ve. /30- 10/2 
New Jersey, Medical Society of...... ‘Sigurd W Johnsen, Passaic..... 7 Greifinger, 315 W. State , Trenton &...... Atlantic City, May 19-22 
New Mexico Medical Society........ ‘Leland S. Evans, Las Cruces..... . . R. Marshall, 221 W. Susteed ‘Ave., Albuquerque Carlsbad, May, 1952 
New York, Med. Soc. of the State of Carlton E. Wertz, Buffalo......... Ww p "Anderton, 292 Madison Ave. , New York 17. 
N. Carolina, Med. Soc. of the State “s C. Hubbard, N. Wilkesboro. ....| ‘Mr. James T. Barnes, 203 Capitol Club Bidg., Raleigh Pinehurst, May 6-8 
North State Medical E. G. Lancaster, Mr. E, F, Engebretson, Lock Box 1198, Bismarck....|/Fargo, May, 1952 
Ohio State Medical Association....,..Fred W. Dixon, Cleveland...... Mr C. S. Nelson, 79 East State St., Columbus 15. . Cleveland, May 20-22 
Oklahoma State Medical A. McGill, R. H. Graham, 1227 Classen Oklahoma City, 3 
Oregon State Medical Society....... William J. Weese, Ontario........ ‘Robert F. Miller, Med. Dental Bldg., Portland 5..... - Portland, Oct. 10-13 
Pennsylvania, Med. Soc. of State of B. Gardner, W. F. Donaldson, 500 Penn Ave., ittsburgh Pittsburgh, Sept. 16-20 
>uerto Rico, Medical Assn. of....... ‘A. Oliveras- peo Santurce...... Victor J. Montilla, P. O. Box 3866 Santurce..... ++» Santurce, Dec. 12-16 
Rhode Island Medical Society....... ‘Herman ..|Morgan Cutts, 106 E. Francis St., Prov 6.. May 14-15 
South Carolina Medical Wilbur R. Fairfax N. B. Heyward, 105 W. Cheves St., Florence...... 
South Dakota State Medical J. Pankow, Sioux Falls...... Mr, . C. Foster, 1st Nat'l Bank Bidg., Sioux Falls. 
Tennessee State Medical ../Ernest G. Kelly, Memphis........./Mr. O Foster, 706 Church St., 
Texas Medical Association.......... Allen T. Stewart, Lubbock........'Mr. N. C. Forrester, 700 Guadalupe St., Austin..... Dalla 
Utah State Medical Radigiitions . Mf White, Salt Lake City.......'T. C. Weggeland, 42 S. Fifth East St., Salt Lake Cig 2 Salt Lake wy ag Sept. 13-15 
Vermont State Medical Society...... E. Johnston, St. Johnsbury..... ames P. Hammond, 542 Main St., Bennington....... Manchester, Sept. gk 2 
Virginia, Medical Society of........ E. Lydon Harrell, ¢. 7 eeee ir. H. S. Johnson,* 1105 W. Franklin "ste g vor Virginia Beach, Oct. 7-1 
Washington State Medical Assn...... enneth L. Partlow, Olympia... ames W. Haviland, 338 Henry pe. Seattle Bide uae ‘Seattle, Sept. 9-12 
West Virginia State Medical Assn...|Frank J. Holroyd, Princeton. . r. Charles Box 1031, 
Wisconsin, State Medical of../H. H. Christotferson, Colby. . Mr. rt, 704 E, ham 3 Milwaukee, Oct. 1-3 
Wyoming State Medical Society..... Karl E. Krueger, Rock Springs... ‘Mr. Arthur Box 1252, 138; Cheyenne Rock Springs, 1951 
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RESENTING 


the versatile MAXICON DP* 25 


Within the scope of the Maxicon 
DP 25 is a wide range of diagnostic 
service. Utilizing a ‘‘tip po table, 
it has ample facilities for both radiog- 
raphy an horizontally — 
yet provides complete freedom for doing vertical 
fluoroscopic work as well. In conjunction with a 
vertical cassette holder it can also be used for ver- 
tical radiography. 

The Maxicon DP 25 has an independent tube 
stand with a double-duty carriage for tube and 
screen — a 25-ma x-ray unit that’s self-contained 
and oil-immersed. It is an important addition to 
the expansive Maxicon line of diagnostic x-ray a 
See your GE x-ray r or write 

-ray Department, General Electric Company, 
Milwaukee 14, Wisconsin, Room B-7. 


*Dual-Position 


You can put your confidence in — 


GENERAL @ ELECTRIC 
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inadequate vitamin C may 
contribute to megaloblastic anemia 
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Recent investigations of May, et al.’ indicate that inadequate vitamin C in 
infant feeding often leads not only to scurvy but also to megaloblastic anemia. 
BrEMIL—newest product of Borden research—provides three times the recom- 
mended daily allowance? for vitamin C in the reliquefied quart. 


Appreciation of the importance of infantile megaloblastic anemia begins with 

the classic description of the syndrome by Zuelzer and Ogden.* May, et al., observe 
that megaloblastic anemia “has been reported frequently as a complication of 
scurvy.” They also report concerning their own work: “When vitamin C was provided 
adequately, the diets tested did not lead to megaloblastic anemia.””* 


Careless formula preparation or simply failure to give the required vitamin C when prescribed 
often explains the inadequacy in vitamin C intake. Physicians will therefore appreciate 
particularly the fact that BRemit provides more than ample ascorbic acid. And, of course, 
BrEMIL meets similar requirements for vitamins A, B:, and D, riboflavin and niacin. 


moreover ...an adequate provision of vitamin C is not the 
only attribute that makes BREMIL new and unique 


BreEMIL is a completely modified milk in which the caicium-phosphorus ratio (114:1) 

is adjusted to the pattern of human milk, thus helping to prevent hypertonicity, 

hyperirritability and other tetanic symptoms in newborns.*’* BREMIL has the fatty acid and 
amino acid patterns of human milk...the same carbohydrate (lactose)...more iron... 

a soft, flocculent curd of small particle size comparable to human milk ... complete dispersibility.. 


BrEMIL can be mixed for a single feeding or a 24-hour pcriod. Formula preparation 

is as rapid as with a liquid product. Moreover, BREMIL does not settle out on standing. 
Standard dilution is 1 level tablespoonful and 2 fl. oz. water, although BREMIL can 

be either concentrated or diluted. Each level tablespoonful BREMIL powder supplies 44 calories. 


_ Complete information and a trial supply may be obtained upon request. 
BreEMIL is available in drugstores in 1 Ib. cans. 


1. May, C. D., et al.: Am. J. Dis. Child. 80:191, 1950, 

2. Recommended Daily Dietary Allowances, Rev. 1948, Food and Nutrition Board, National Research Council. 
3. Zuelzer, W. W., and Ogden, F. N.: Am. J. Dis. Child. 71:211, 1946 

4. Gardner, L. I., Butler, A. M., et al.: Pediatrics 5:228, 1950. 

5. Nesbit, H. T.: Texas State J. M. 38:551, 1943. 


Prescription Products Division 
The Borden Company, 350 Madison Avenue, New York 17 
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ee (Raytheon Radar Microwave Diathermy) 
indicated, 
modern treatment 
for 


high clinical efficiency 


extreme ease and speed 
of application 


NO TANGLE WITH 
TELEVISION 


(Raytheon Radar Microtherm employs 
frequencies way, way above the 
television wave range. No danger 
of interference) 


TRY (7, 


without obligation on your part. Ask 
your dealer to make arrangements 
for a free trial in your own effice. 
Microtherm's many advantages include: 
Penetrating energy for deep heating 


Desirable temperature ratio between fat 
and vascular tissue 


Effective production of active hyperemia 


Desirable relationship between cutaneous 
and muscle temperature 


Controlled application over large or small 
areas 


No tuning — no electrodes — no pads — 
no shocks or arcs — no contact between 
patient and directors 


NO TELEVISION INTERFERENCE TROUBLES 


RAYTHEON MANUFACTURING COMPANY WALTHAM 54, MASS. 


SJpicnro Thonn. 
Prites; Physicay Medicing 
thoulde, of the Neck 
“sures bring, by ordinary 
Ffice fo, relieg Pract}. 
Of Micp in this Condition nary 
freatmeny.» ffers g SUP erie, 
quest, Will be Mailed on 
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from Johannesburg to Joplin... 


(now 1,752) 
Welle of one anesthetic 


Each month, the world’s medical journals continue to present 
new evidence of the efficacy of PEnroTHaL Sodium for intra- 
venous anesthesia. They have been doing this with regularity since 
1934 when Abbott introduced the ultra-short-acting barbiturate to 
the medical profession. (<fhagmiie-— For many good reasons. 
Intravenous anesthesia with PENTOTHAL requires no bulky, frightening 
apparatus. There is no explosion hazard. Induction is rapid, pleasant—and 
the patient has complete surgical amnesia, usually awakens without nausea. 
Deeper anesthesia may be had in amomentastheneed arises. 
And PENTOTHAL may be combined with any number of other anesthetics to meet 
a specific individual requirement. For more information on PENTOTHAL, its uses 
in a wide variety of procedures—from simple incision to complicated 


surgery—just write us, Abbott Laboratories, North Chicago, Illinois. CObbott 


As an adjunct ° 
to PENTOTHAL Sodium f 
TUBOCURARINE Chloride, Abbett 


... supplied in 10-cc. and 20- 


ce. vials, each cc. representing (STERILE THIOPENTAL SODIUM, ABBOTT) 
3 mg. of tubocurarine chloride 
pentabyérate. Also 1-60. om- for intravenous anesthesia 


poules, 15 mg. Ask for literature. 
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TRAVENOL e TRAVAMIN e TRANSFUSO VAC e 


as 


PROVIDES 
FROM ONE SOURCE 


the exact solution and the specific equipment 
for any bulk parenteral requirement. 


sets and standardized procedures make 
the complete program easy to learn 
XS and efficient in operation. 


be 
a 


SOLUTIONS fravenol! and Travamin solutions 
provide the doctor with a choice to meet his exacting 


requirements. all Baxter 


BLOOD PROGRAM The world-renowned 
BaxTER CLosep TECHNIQUE, Transfuso Vac and 
Plasma-Vac containers for every phase of modern blood 
banking. 


solutions are pure, 
sterile and 


‘non-pyrogenic 


ACCESSORIES Plexitron expendable sets for 
blood collection, plasma aspiration, solution and blood, 
plasma and serum administration, 


Products of 


BAXTER LABORATORIES, INC. 
Morton Grove, Illinois 


Uniform containers, standard closures, easy-to-use 


ad J.A.M.A., July 28, 1951 
PLASMA-VAC « PLEXITRON e TRAVENOL 


ro 


SVA OSNASNVUL * NIWVAVUL TONJAVEUL*® NOULIXZ 1d SVA"VWSVId SYA OSNMASNVUYUL © NIWVAYY 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


GENERAL OFFICES e EVANSTON, ILLINOIS 
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just starting 


. . this headline, typical of many seen recently, tells the same good 


story ... the first distribution of funds to the nation’s hard-pressed 
medical schools . . . and more important, gifts completely unrestricted to 
help them over the rough spots . . . the first grants were small . . . $15,000 
to 4-year schools and $7,500 to 2-year schools . . . yet small as the initial 
grants may seem, they represent the largest UNRESTRICTED amount 

of money in many medical school budgets . . . dollars to spend where the 
need is most urgent . . . and this is but the beginning. 


the first installment 


. the $1,130,500 just distributed marks the first installment of an 


expected $5,000,000 to be made through the National Fund for Medical 
Education during 1951 .. . the medical profession has set an example for 
others in contributing more than half of the first grant through the 
American Medical Education Foundation, one of the National Fund 
sponsors . . . however, the physicians still have more to raise to meet the 
million dollar minimum pledge they’ve made for this year. 


gifts today make headlines tomorrow 


Checks TODAY help medical schools TODAY . . . when their needs are 
greatest . . . all contributions to the Foundation are income tax 
deductible and should be made out to the American Medical Education 
Foundation . . . and if you wish, designate the medical school you want 
your gifts to aid . .. Most important . . . give generously and today. 


BOARD OF DIRECTORS 
AMERICAN Elmer L. Henderson, M.D., President 

Harvey B. Stone, M.D., Vice President 
MEDICAL Donald G. Anderson, M.D., Secretary-Treasurer 
Louis H. Bauer, M.D. 


EDUC ATION Gunnar Gundersen, M.D. 
Edwin S. Hamilton, M.D. 
Walter B. Martin, M.D. 
FOUNDATION George F. Lull, M.D. 
535 North Dearborn Street nares M.D. 


Chicago 10, Illinois Victor Johnson, M.D. 


MEDICAL SCHOOLS SHARE 
— FIRST $1,000,000 FROM 
NATIONAL EDUCATION 
| Schools 


-J.AM.A,, July 28, 1951 


for the unhappy fat man __ Poor fellow—he suffers social and 
economic discrimination. He is prone to hypertension, diabetes, gall bladder disease, etc. 
He is a poor operative and insurance risk. And it all gets worse as he grows older. 
As your choice of anorexigenic drug, you can depend upon tried and proved 
*‘Benzedrine’ Sulfate, N.N.R., safely to: 1. curb the fat man’s appetite. 


2. counteract the mental depression that may cause his overeating. 


Smith, Kline ¢> French Laboratories, Philadelphia 


* 
Benzedrine Sulfate, n.N.R. 
one of the fundamental drugs in medicine 
*T.M. Reg. U.S. Pat. Off. for racemic amphetamine sulfate, S.K.F. S 
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WASHINGTON NEWS 


DISTRIBUTION OF PHYSICIANS 


Senate Labor and Public Welfare Committee chairman James 
E. Murray, of Montana, has written to governors of all states 
asking for information on distribution of physicians within the 
states. Senator Murray’s letter says, “It has been proposed that 
federal subsidies be used to persuade doctors to move to areas 
where there is acute shortage of medical personnel.” (The Wag- 
ner-Murray-Dingell Bill of the last Congress and two House 
bills of this Congress provide for such subsidies in omnibus, 
national compulsory health insurance legislation). However, 
Senator Murray goes on to say that the request for information 
is in no way “an attempt to commit you regarding merits of 
any such proposal, but solely to provide this committee with 
such information as would enable us to decide whether the exist- 
ing situation warrants serious consideration of that or related 
proposals.” 

The committee is asking the governors: 1. Has your state too 
many, not enough, or just about enough doctors to meet the 
needs of its residents? 2. What cities seem to have more than 
enough doctors and would probably feel no alarm if special 
efforts were made to persuade physicians located therein to re- 
locate (a) elsewhere in civilian practice, (b) in Veterans Admin- 
istration hospitals, (c) in the armed forces, U. S. Public Health 
Service or health missions abroad? 


REFILLED PRESCRIPTIONS BILL 


The House may take action at any time on the refilled pre- 
scriptions bill (H. R. 3298). A companion measure in the Senate 
(S. 1186) is before the Senate Labor and Public Welfare Com- 
mittee, but with no indication as to when hearings will be held. 
In reporting on its bill, the House Interstate and Foreign 
Commerce Committee said it was designed to strengthen protec- 
tion of the public health against “dangerous abuses” in the sale 
of potent prescription drugs. Further, it was designed to relieve 
retail druggists and the public from “burdensome and unnec- 
essary restrictions” on dispensing of drugs which may be used 
without supervision by a physician. 

“Under the present law, and the regulations issued there- 
under, the initial responsibility is upon the manufacturer to 
decide whether his drug is unsuitable for self-medication and 
therefore must be labeled with a caution legend . . . and may 
be sold only on prescription, or whether his drug is suitable 
for self-medication and therefore must be labeled with adequate 
directions . . . and sold freely over the counter,” the report 
states. “Lack of uniformity among manufacturers in interpret- 
ing the present law and regulations has led to great confusion 
in the labeling of drugs for prescription sale and for over-the- 
counter sale.” 

The new bill provides that any interested party may petition 
the Food and Drug Administrator to make a determination of 
the toxicity or other potentiality of a drug. Thereafter the Ad- 
ministrator would classify the drug as over-the-counter or pre- 
scription type. The measure also authorizes filling and refilling 
of telephoned prescriptions under appropriate safeguards, in- 
cluding a requirement that the pharmacist reduce the oral order 
to writing promptly after telephone receipt. On this latter point, 


From the Washington Office of the American Medical Association. 


the report states, “The present law recognizes written and signed 
prescriptions only, in complete disregard of the need for the 
use of the telephone in prescribing medicines.” 


APPROPRIATIONS HELD UP 


As this writing, the Jensen amendment, allowing federal 
agencies to fill only 25% of their job vacancies during this fiscal 
year, is holding up appropriations for almost 40 government 
agencies—among them the Federal Security Agency, the Vet- 
erans Administration, and the Atomic Energy Commission. The 
House refused to accept the conference report on the Labor- 
Federal Security Agency bill because the amendment was de- 
leted by conferees. Four Republicans then filed a minority 
opinion on the conference report on the Independent Offices bill 
(AEC, VA, and 35 other agencies) because the amendment had 
been knocked out. 

While this amendment was the only reason given for return- 


‘ing the FSA bill to conference, other features of the bill may 


be changed. However, conferees had agreed to authorize 
$82,500,000 for Hill-Burton hospital construction (the Senate 
had asked for 95 million dollars and the House had approved 
the Budget Bureau estimate of 75 million) and $31,500,000 for 
the Children’s Bureau. They also agreed on these amounts for 
Public Health Service programs: venereal disease, $11,653,300; 
tuberculosis, $8,745,000; communicable diseases, $5,915,747; 
engineering, sanitation and industrial hygiene, $19,500,000; 
mental health activities, $10,737,974; National Heart Institute, 
$10,000,000. With the bill back in conference, there was a pos- 
sibility these items might be revised. 

Another controversial amendment was stricken from the bill 
by the conferees. Sponsored by Senator Jenner (R., Ind.), it 
would allow states to make public the names of welfare recipi- 


ents without loss of federal funds. At the present time, states 
-may have their funds from the government cut off if they make 


public disclosure of persons on welfare rolls. 


PARTY LOYALTY IN CONGRESS 


A check of party regularity shows that there is not much 
variation in the Senate but that in the House Republicans are 
holding together more firmly than Democrats on important 
issues. In the House, the average Republican voted with his 
party 89% of the time during the first six months of this year, 
whereas the average Democrat stayed in line only 79.7% of 
the time. However, in the Senate there was little difference: 
79.5% for the Democrats and 78.2% for the Republicans. Over 
the last three years, indications are that there has not been much 
change in party loyalty in either house. Republicans in the House 
of Representatives showed the greatest shift, from 83.4% regu- 
larity to 89%. Percentages are based on the number of times 
a member stood with the majority of his party on roll calls 
when a majority of the Democrats voted one way and a majority 
of Republicans the opposite. 

Senator John J. Sparkman (D., Ala.) has the record for party 
loyalty this year; he voted with his party on 51 of the 56 issues, 
showing as “absent” on the remaining five. Most faithful Re- 
publican was Senator Herman Welker of Idaho, closely fol- 
lowed by Senators Henry C. Dworshak of Idaho, Burke B. 
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Hickenlooper of Iowa, James P. Kem of Missouri, and Karl E. 
Mundt of South Dakota. Among Democrats, Senator Harry F. 
Byrd of Virginia showed least party loyalty; among Republicans, 
Senator Wayne Morse of Oregon. In the House, 45 Democrats 
and 43 Republicans voted with their parties on every one of the 
25 party-unity votes. 


COMPLAINTS OF RESERVE OFFICERS 


Many complaints from medical and other reserve officers re- 
called for active duty in the last year are heard again in the 
report of a special House subcommittee. The Defense Depart- 
ment is criticized for inequities in its reserve procedures but is 
commended by the subcommittee for the efficiency with which 
it got large bodies of men to the fighting front in Korea. The 
subcommittee was particularly stern in its criticism of the serv- 
ices for calling veterans from the inactive reserves while leaving 
pay-status members of organized units in civilian life. 

The committee emphasized that Congress considered the 
period of enlistment of volunteers as a mandatory contract and 
urged the Defense Department to release veterans of World War 
II as soon as possible. Under the new draft law (P. L. 51) World 
War II veteran volunteers and recalled inactive reservists must 
be released after 17 months, but certain specialists are not cov- 
ered by the provision. Orders have already gone out from the 
Defense Department putting this provision into effect. With re- 
spect to specialists, “The release of members of the inactive 
or voluntary reserve delayed beyond 17 months because of criti- 
cal rating or specialty (will) be effected at the earliest possible 
date without regard to the statutory maximum.” Legislation to 
correct the conditions about which the report complains already 
has been introduced in Congress, but no dates have been set for 
hearings. 


FEDERAL SECURITY AGENCY 


Dr. Sarah S. Deitrick, one-time chief of Public Health Serv- 
ice Field Operations for the Division of Health Services, has 
been appointed head of international activities for the Chil- 
dren’s Bureau. She will handle all Bureau relations with Point 
IV programs and develop projects in foreign countries, selecting 
personnel to be sent abroad. She replaced Mrs. Elisabeth 
Shirley Enochs, who has been named chief of International 
Technical Missions, Social Security Administration. . . . Latest 
cancer grants to colleges for cancer instruction programs 
amount to $885,067. Thirty-seven medical and 16 dental 
schools are participating. . . . The list of state and local va- 
cancies in the mental health field (available at PHS) includes 
one full-time chief psychiatrist position. . . . The Food and 
Drug Administration warns against use of male and female 
hormones without doctor’s orders. The District Court of South- 
ern California issued a temporary restraining order against a 
Los Angeles drug firm conducting a mail order business in the 
sale of these hormones (testosterone and estrogens). . . . Dr. 
Charles Lane Newberry is the new special assistant to the chief 
of the Industrial Hygiene Division, PHS. He will take charge of 
industrial rehabilitation and health service for the division. . . . 
A series of FSA radio program called “For You and Yours” 
started over NBC last week. The series is made up of dramatic 
reports on health, education, and security activities. The first 
show, “Uncle Sam’s Got Your Number,” explains recent 
changes in the Social Security system. . . . The International 
Health Division is sending five officials to Southeast Asia to 
study ECA and Point IV public health programs. 
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CONSTRUCTION REGULATIONS 


Fourth quarter estimates of structural steel requirements call 
for 140,000 tons to be set aside for school and hospital con- 
struction. Actual allocations are expected shortly. . . . FSA, 
VA, and nine other government agencies, including the military, 
have agreed to four uniform standards of design and construc- 
tion aimed at conserving critical materials. . . . Services of 
physicians and most other health personnel are still exempt 
from price controls, according to a late Office of Price Stabili- 
zation order, but, “where a registered pharmacist sells a product 
without transposing the written directions from the prescription 
to the label, that is the sale of a commodity and is not exempt.” 
. . « OPS has named Alfred Letzler as division counsel for its 
Rubber, Chemicals and Drugs Division. . . . The National 
Production Authority has changed the forms used in applying 
for construction permits. NPAF-24 has been replaced by CMP- 
4C. The original form served as a permit only; the new form 
is still a permit but also serves as an actual allocation. . . . 
Another change in code numbers: DO-45 orders no longer exist 
for hospital construction. The whole Defense Order system has 
been changed to CMP (Controlled Materials Plan) symbols. The 
symbol for hospital and school construction and expansion is 
F-3. The F-3 orders, like the old DO-45’s, are handled by the 
Federal Security Agency Health Claimants Division. That divi- 
sion approved about 400 hospital construction project requests 
in one week this month when the change in code took place. 


MILITARY AND VETERANS 
ADMINISTRATION NOTES 


The Army held a workshop at Fitzsimons Hospital, Denver, 
to evaluate changes made in organizations and procedures of 
hospital management in the last year. A year ago, the Army 
began a new system, which transferred many administrative de- 
tails of hospital management from the commanding officer to 
administrative and budget officers and dietitians. ... A 100- 
bed Veterans Administration hospital at Miles City, Mont., will 
open about August 1. By September, VA hopes to close the 
326-bed Fort Logan, Colorado, hospital (temporary Army in- 
stallation), transferring patients to the 494-bed hospital at 
Denver. 


MISCELLANY 


The Atomic Energy Commission has released all radioactive 
materials sold in this country for export on an unrestricted 
basis. This increases the number of isotopes available to for- 
eign buyers from 26 to 99. Makers of radioactive thickness 
gages are now free to export their product. . . . The New 
head of AEC’s Civil Defense Liaison Branch of the Division of 
Biology and Medicine is Robert L. Corsbie. . . . The Budget 
Bureau has asked Congress for 20 billion dollars to cover dam- 
age to private property and two billion dollars more for state 
and municipal installations, in event of atomic attack. Civilians 
injured and dependents of civilians killed in attack would re- 
ceive payments “as a regular source of income during the 
period of the emergency or longer.” . . . The House-passed 
bill calling for severe mandatory penalties for “repeaters” who 
violate federal narcotic and marijuana laws does not allow for 
suspended or reduced sentences. . . . Bureau of Standards re- 
search workers have developed a new, more durable pigment 
for marking clinical thermometers. The new marking compound 
withstands cleansing with soap and phenol solutions better than 
any other known pigment. 
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FOR THE INTENSIFIED NUTRIENT NEEDS 


ante of the fetus during the ges- 
tation period greatly intensifies the 
requirements of the mother for protein, 
vitamins, and minerals, especially calcium 
and iron.! Since undue weight gain is 
undesirable, these greater needs usually 
are not readily met by simply increasing 
the intake of the pre-pregnancy diet. 
Ovaltine in skim milk—a delicious and 
readily accepted food supplement—has 
served well in meeting this problem. 


Without excessively increasing the 
caloric intake, it provides a wealth of 
biologically adequate protein as well as 
needed vitamins and minerals. It is bland 
and easily digested, a feature of special 
importance during pregnancy. 

* The nutrient contribution of three 
glassfuls of Ovaltine in skim milk is de- 
fined in the appended table. 


1. Mayo Clinic Diet Manual, Philadelphia, W. B. 
Saunders Company, 1949, p. 177. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


Three servings of Ovaltine, each made of 2 oz. 
of Ovaltine and 8 oz. of skim milk,* provide: 


(on PROTEIN... ..... 32Gm. VITAMINA....... 2060 1.U. 
2.5Gm. THIAMINE....... 1.16 mg. 
CARBOHYDRATE .... 66Gm. RIBOFLAVIN. ..... 2.0 mg. 
1UM 112Gm. WIACIN........ mg. 
PHOSPHORUS .... . 0.94Gm.  ASCORBICACID .... 30mg. 

O.5 mg. CALORIES....... 415 


*Based on average values for skim milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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One Gray AupocraPH plastic disc holds over 
an hour’s dictation. That’s more than 28 type- 
written pages—a record no other dictating ma- 
chine can touch! 

The compact AupocraPH is a “shot in the 
arm” for busy doctors . . . records patient inter- 
views, diagnoses, post-surgical notes and in- 
structions as well as routine but time-consum- 
ing correspondence and telephone calls. The 
time saved may well be used for other impor- 
tant phases of your practice, 


AUDOGRAPH sales and service in 180 U.S. cities. See your 
Classified Telephone Directory under “Dictating Machines.” 
Canada: Northern Electric Company, Ltd. Abroad: Westrex 
Corporation. (Western Electric Company export affiliate) in 
35 countries. TRADE MARK “AUDOGRAPH™ REG. U. 8. PAT. OFF. 
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ting efficiency 


Operation is unbelievably simple. One flick 
of a finger and you're recording. No arms to 
lift or adjust; relax and let AUDOGRAPH do the 
work! Discs are featherweight, easy to file and 
can be resurfaced for reuse up to 50 times ... 
no discarding after one recording. 

Join efficiency-conscious doctors everywhere 
who are putting their time to more profitable 
use with versatile GRAay AUDOGRAPH. Send the 
coupon for more information today! Abso- 
lutely no obligation. 


Dictation is easier — with AUDOGRAPH! 


e Gray Manufacturing Company, Hartford 1, Connecticut 
Send me Booklet 7-Q—“Saving the Doctor’s Time.” 
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wim pel ig ; With Terramycin “the results in impetigo 
and related skin diseases were splendid. 
Total recovery in about three days seemed 
to be the rule.” 


Translated from Perdrup, A.: 
Ugeskrift for Laeger 112:1089 (Aug. 3) 1950. 


CRYSTALLINE TERRAMYCIN HyDROCHLORIDE 


available | Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 


3 
a 


24 J.A.M.A., July 28, 1951 


T ONE bold stroke, PRoFEXRAY removes many’ 
A that prevent you from fully util- 
izing x-ray in your daily practice. First and foremost, 
Prorexray enables you. to make full use of the 100 
MA power modality...at all appropriate time and 
KV settings...without resorting to the purchase of 
much bulkier, far more costly equipment. Yes, 
Prorexray enables you to employ 100 MA tech- 
niques for stomachs, colons, gall bladders, abdomens, 
as well as chests, with full protection for the tube. 


Prorexray’s exclusive triple-interlocking control of 

| time-KV-MA. factors. makes overloading of tubes 
ty Ne ky mre absolutely impossible! 

Full tilt-table convenience, of course! Two-tube 

operation for alternating between radiography and 


fluoroscopy without loss of time or extra effort. Double 
THESE LINKS focus 100 MA tube for sharp, clear detail at all MA 
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| IN | in A | N matic push-button technique selection. Ultra compact 


design. Mail coupon for complete information. 
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100 MA-100 KV TWO-TUBE TILT TABLE 
RADIOGRAPHIC-FLUOROSCOPIC UNIT 
with triple-interlocking control. 


PROFEXRAY OWNERS! You can make a double saving 
on the exchange of your present equipment for this new unit. 
Write for details. 
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PROFESSIONAL EQUIPMENT COMPANY 
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for Sas who lke cotton 


Davis & Geck 
eliminates the 
disadvantages 
of ordinary 
commercial 


1. Unsurpassed tensile strength in all diameters permits 


use of smaller sizes. 


cotton 


2.“Cotton sawing” or “tissue drag” has been eliminated. Trauma is 
markedly reduced by the smooth surface of this new cotton. 


3 Tightly twisted strands, free of fuzz, allow easy threading and firm 


knots. 


4, U.S.P. sizes—D&G surgical cotton conforms to U.S.P. gauge standards; 


commercial cotton varies considerably. 


Table of 5. Repeated sterilization is now possible. Davis & Geck’s 
new cotton may be boiled or autoclaved 12 times. 
equivalent 
6. Economy results from greater tensile strength and repeated 
sterilization. 


Packagingt Spools of 100 yards, size 5-0 to 2 
and in tubes sizes 4-0 to 1. Many available 
with Atraumatic ® brand needles attached. 


Dawis & Geck Inc. 
A UNIT OF AMER/CAN Gaanamid COMPANY 


57 Willoughby Street Brooklyn 1, N.Y. 
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On the subject of 


“meat” in the diet 
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47 MEAT PIE... 


one recipe 
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Gerber's Style 


1 can Gerber’s Junior 


(Chopped) Beef, Veal 
or Liver 


1/2 cup mashed potatoes 
(add seasoning if 
diet permits) 


Butter a small, individual casserole. Pl 
ace 1 
of the mashed potatoes in bottom of the dieeks. 
Top with the chopped meat. Spoon remaining half 
of the mashed potatoes in mounds around the edge 
3 wont casserole, leaving a little of the meat 
owing. Bake in a moderate oven (375° 
is lightly browned. ee 


You can frequently get patients to eat the 
Strained or Junior Meats they need by giving 
them recipes to follow. 


For example, the recipe shown here will add 
approximately 23 grams of non-hydrolized meat 
proteins to an older patient’s diet and do it in 
an appetizing, taste-satisfying way. Many such 
recipes are in Gerber’s 44-page “Special Diet” 
Recipe Book. 


Gerber’s Strained and Junior Fanmoun 

Meats are lean meats, particularly 

easy to digest because they are free from coarse, 
connective tissues and low in fat content. They 
are prepared from high-quality Armour cuts, 
cooked to retain true-meat flavor and high nu- 
tritional values. With all this, they cost less than 
meats cooked and scraped at home. 


FREE for use with patients. Gerber’s 

“Special Diet Recipes” booklet offers 

recipes for Bland, Soft, Mechanically 

Soft and Liquid Diets. For your copies, 
. write on your letterhead to Dept. 207-1, 
4 Fremont, Mich. 


Meats, Vegetables, Fruits, Desserts—over 50 Varieties— 
Strained and Junior 
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Help nature prevent puerperal morbidity 


Poise 
ERCorn On 
MAR 


‘Ergotrate Maleate’ (Ergonovine Maleate, 

U.S.P., itty ) sustains an uninterrupted uterine 
contraction long after delivery. The many damaged 
blood vessels at the placental site are therefore clamped, 
hemorrhage is checked, anemia is prevented. 


ERGOTRATE MALEATE 
(Ergonovine Maleate, U.S.P., LILLY ) 


Detailed information and literature on ERGOTRATE 
MALEATE are personally supplied by your Lilly medical 
service representative or may be obtained by writing to 
Eli Lilly and Company, Indianapolis 6, Indiana, U.S.A. 
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With the turn of the century LILLY SINCE 1876 


—advertising slogans were becoming as popular in business as framed sampler sentiments had been 

in the home. A few were so basically sound that they are still used a half century later. Among these 

is the slogan “If It Bears a Red Lilly, It’s Right.”’ This slogan was first used in the late nineties when 
the reins of the family business were handed from the father to his son, Josiah Kirby Lilly. With new 
but sound concepts of distribution and a youthful vitality to match a vastly expanding American 
economy, he was well suited to the times. New markets were reached where medical needs had exceeded 
the available supply of quality pharmaceuticals. Only where a system of free enterprise prevailed could 
the opportunities have existed which made possible this ever-widening service to health. 


ELI LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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THE SPECIALIST LOOKS AT EVERYDAY MEDICAL CARE IN INDUSTRY: 
ORTHOPEDICS 


Harvey E. Billig Jr., M.D., Los Angeles 


Industrial medicine has of recent years grown into a 
broad specialty, embracing the fields of preventive 
medicine, safety, and toxicology, as well as all the ordi- 
nary medical specialties. 

Paralleling this growth have been three major devel- 
opments with which industrial medicine has had to be 
integrated: The first has been the tremendous advance 
in medical knowledge; examples are the effects on both 
medical and surgical care of the discovery of the various 
antibacterial agents and of the metabolic action of the 
steroid-producing endocrine glands. The second devel- 
opment has been the change in labor-management policy 
brought on by the slowing of the tide of immigration 
from Europe, forcing the long-term employment of the 
mass of workers as ready replacements became unavail- 
able. This stimulated closer study of industrial injuries 
in order to ascertain methods of prevention and care so 
as to conserve the labor force. Such studies gave rise to 
industrial accident commissions to adjudicate awards. 
The third development has been the trend toward pen- 
sions and care for both industrial and nonindustrial dis- 
ability, bringing with it at the same time a tug of war 
among the various plans for provision of pensions and 
care: (a) industrial accident insurance company types 
with cost-plus premium, based on the average of costs 
of previous years; (b) self-insured types, aimed at reduc- 
ing costs and protecting the worker; (c) Government 
types, involving social security; (d) union types, so far 
dealing chiefly with pension provisions. The scope of 
orthopedics in industry hence encompasses the care of 
the individual person from insemination to dissemina- 
tion, including pregnancy as well as senility. 


FIBROUS CONTRACTURE 

There are many good books on fractures, dislocations, 
burns, tendon injuries, etc. However, a need also exists 
for practical knowledge of the bodily processes, involv- 
ing, first, growth and development (anabolic domi- 
nance) ; second, intermediary processes, and then senility 
(catabolic dominance). 

A study of the applied physiology of fibrous-tissue 
metabolism throughout life’s cycle gives a remarkable 


view of the etiological basis and a key to the therapeutic 
correction of many of the common orthopedic com- 
plaints met with in industry. 

A vast framework of fibrous connective tissue develops 
to furnish the ties that hold the body together. Areolar 
tissue lies beneath the skin; fibrous tissue sheathes each 
muscle fiber and muscle, nerve fiber and nerve, blood 
vessel, lymphatic, liver cell and lobe of the liver, and so 
on, ad infinitum. The sheathings take on denser propor- 
tions to assume the characteristics of fascia, to segregate 
and encapsulate the various structures of the body; of 
ligaments, to hold the joints together, and of special liga- 
ments, to perform particular functions, such as the 
inguinal ligament, iliotibial band, and ligamenta flava. 

Many examples of healing of localized injury show 
that, just as in wound healing, there is an increased pro- 
duction of fibrous tissue, which then contracts. In Volk- 
mann’s ischemic contracture the muscles become nearly 
completely replaced by fibrous contracture. 

The tendency for fibrous tissue to contract, and hence 
constrict, is recognized as one of the fundamental prop- 
erties of all protoplasm. This contracture may be a 
localized one, as in a wound healing; an areal one, as in 
Volkmann’s ischemic contracture, a sprained joint, or 
a torn muscle; a multiarticular one, as in arthritis (steroid 
metabolism); a multiosseous one, as in osteitis fibrosa 
cystica (parathyroid origin). Even the simple process 
of an unaccustomed “hike” will result in sufficient irrita- 
tion stimulus to the fibrous tissue to cause it to contract 
and produce a stiffness the next and following day. 
Athletes, dancers, gymnasts, and cats all know that they 
must counteract the stiffening by means of mobilization 
stretching, and that as the years go on the tendency to 
tighten up becomes greater, so that the boxer at 30 is no 
longer as agile as he once was. 

Combating the fibrous capsular and ligamentous 
stiffness in joints, the consulting physician in physical 
medicine at St. Thomas’ Hospital, London, Dr. James 
Mennell, has recently rewritten a two-volume book ' on 
painless joint-mobilization manipulations covering the 
entire body. 


Read before the Section on Preventive and Industrial Medicine and Public Health at the Ninety-Ninth Annual Session of the American Medical 
Association, San Fr 


ancisco, June 28, 1950. 


1. Mennell, J.: The Science and Art of Joint Manipulation, ed. 2, Philadelphia, The Blakiston Company, 1949. 
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METABOLIC CHANGES 


Many years ago, Dr. F. L. Hisaw started investigation 
of steroid metabolism, and in 1926 published his earlier 
studies of its effect upon relaxation of fibrous tissue 
(ligaments).2 Now a host of workers throughout the 
world are studying the effects of the steroids on control 
of the fibrous (collagenous) tissue diseases, so that 
almost weekly are announced new discoveries that addi- 
tional diseases are to be classified as such and are 
susceptible to steroid therapy. 

A frequent complaint of industrial workers is that of 
persistent disability due to joint pain and swelling after 


High-Protein, Very Low-Carbohydrate Diet 


May Have Avoid 
_ ‘ 
Vegetables Vegetables 
Avocados Broccoli Artichokes, Corn 
Cabbage Brussels sprouts Jerusalem Potatoes 
Celery Cauliflower ma beans Succotash 
Cucumbers Eggplant Parsnips Beans, except 
Endive Kale orcollards Green peas y 
Lettuce Leeks Chili sauce Potato chips 
Olives Mushrooms Fruits 
Radis Okra 
Tomatoes Rhubarb (no Blackberries Blueberries 
Tomato juice sugar) Cranberries — 
Water c Sauerkraut 
Orange juice Grape juice 
String beans Swiss chard Peaches Huckleberries 
Beet greens Carrots Pears Raspberries 
App 
Rutabagas 
Papaya Muskmelon, Dairy products 
Grapefruit cantaloupe, Malted milk 
Grapefruit juice honeydew Cereals 
Cream of wheat® Puffed rice 
termelon Corn flakes Rice 
Oats Shredded wheat 
Meats biscuits 
roas an mea 
Almonds Peanuts 
Chestnuts — butter 
Turkey Pistachio nuts 
Ham Veal cutlets 
Heart Veal roast Hickory nuts Wa — black, 
Lamb Fowl > English 
Fish Miscellaneous foods 
Bass Sardines, canned bever- 
acaron 
fresh brook, Spaghetti 
Oysters, raw Tuna drinks Buger, granu- 
Salmon,canned Herring Chewing 
Nut meats Ginger ale 
Brazil nuts Butternuts oney 
Miscellaneous foods Breads, cakes, pastries 
Cod liver o 
Cooking oil Mineral or salad ake Pudding 
Custard, no oil 
sugar Soybean flour 
Eggs Cottonseed 
flour * 


* Flour eee as Nutty-Brown® flour from Cedar Valley Mills, 
Cedar Valley, Texas 


an injury that, in many instances, should have been 
expected to clear up after only a brief interval. In 
examining these workers, it can be noted that a high per- 
centage present the picture of vasomotor instability, with 
flushed ears and hands, low energy, labile low blood 
pressure, doughy consistency of muscles, tophi on the 
ears, and a record of some emotional imbalance. Adrenal 
cortex extract, if carefully given, will, over a period of 
four to six weeks, markedly reduce the disability, which 
is really a gouty diathesis based on a hypoadrenia and 


2. Hisaw, F. L.: Experimental Relaxation of the Pubic Ligament of 
the Guinea-Pig, Proc. Soc. Exper. Biol. & Med. 23: 661-663 (May) 1926. 
3. Billig, H. E., Jr., and Spaulding, C. A., Jr.: Hyperinsulinism of 
Menses, Indust. Med. 16: 336-393 (July) 1947. 
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flared up in a joint by localized trauma. It has been noted 
that colchicine not only is an alkaloid but has the quali- 
ties of a steroid, and, if it is given by mouth to effective 
dosage (just short of producing nausea, intestinal 
cramps, or diarrhea), use of the other steroids can be 
discontinued after a time and the patient will stay bal- 
anced and free of symptoms. 


Women during their cyclic steroid fluctuation at the 


different phases of the estrus cycle tend to present symp- 
toms and signs of any imbalance. A premenstrual triad 
of fall in energy, crabbiness, and mental depression indi- 
cates estrogenic deficiency. A premenstrual period of 
increased tension, with sensitive breasts, indicates pro- 
gesterone deficiency. The hypersensitive woman with a 
tendency to fatty padding, easy mental and physical 
bruising, constant complaints of pains in the back, neck, 
head, or “some place,” and a premenstrual burst of 
energy (for example, meticulous cleaning of the house 
every month) is suffering from functional hyperinsulin- 
ism.* The dextrose tolerance curve will be particularly 


Fig. 1.—Forced craniocervical rotation. 


flattened during the premenstrual spurt-of-energy phase. 
A high-protein, very low-carbohydrate diet (Table) will 
correct the symptoms and lead to a gradual weight loss, 
even though as much is eaten as is desired of the “may 
have” diet list (including fats! unless otherwise contra- 
indicated), provided rigid abstinence from the “avoid” 
list is maintained. Excess fat, if present, will be reduced. 
In some instances, there is at first very little actual 
weight change, although the patient’s size decreases. This 
is explained by the fact that this diet instigates a positive 
nitrogen balance, and the fat loss is replaced by protein 
(muscle), which takes up less room per equivalent 
weight. 
USE OF MOBILIZATION TECHNIQUES 

In the industrial field the biggest “headache” is the 
backache and its accompanying sensory-nerve periph- 
eral pain and motor-nerve muscle spasm. The terms 
“railroad spine,” “gold bricker,” “neurotic,” “compensa- 
tionitis,” “malingerer,” and many others, have arisen to 
becloud the issue. Several diagnostic points have re- 
cently been recognized as showing that these backaches 
with their peripheral-nerve signs are of truly organic 
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cause. 1. Frequently a restriction of motion of the spine 
in the region complained of, due to fibrous fascial liga- 
mentous contracture, is found, accompanied with sen- 
sory pain and motor muscle spasm into the area of 
distributien of the peripheral nerves, the foramens of 
which are constricted where they pass through the con- 


Fig. 2.—Exacerbation of symptoms by a pull on ligaments running from 
dorsolumbar portion of back to anterior pelvis and leg. 


stricted fascial ramifications. Careful history-taking 
frequently elicits the factor causing the contracture to be 
a strain while lifting, in which a few fascial fibers may 
be torn and the fibrous response to the insult is subse- 
quent contracture. One hears many stories such as 
this: “I sprained my back yesterday, Doc, and seemed 
to get over it after a little while; but this morning, when 
I tried to get up, it was so stiff and sore, and the pain 


Fig. 3.—Loosening of contracture through forced posterior tilt of back 
and pelvis on the leg. 


was so bad down my leg, that I had to roll out of bed.” 
A generally unappreciated fact that is known to all con- 
cerned with peripheral-nerve surgery is that mechanical 
compression (e. g., squeezing with a hemostat) of a 
peripheral nerve causes a feeling of pain radiating into 
the peripheral distribution of its sensory nerve fibers, 
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with muscle spasm in the peripheral distribution of its 
motor nerve fibers. If these “stiff” patients are tested by 
placing manipulative tension on the contracted fascial 
ligamentous bands, the foraminal nerve compression is 
additionally increased, and the peripheral-nerve signs 
of pain and muscle spasm are increased. 2. Electromyo- 
graphic examination of the muscles reveals, in most 
cases, a multiple peripheral-nerve irritation and not a 
specific nerve-root irritation type of distribution pattern, 
indicating a peripheral-nerve irritative factor. 

Chronic posture habit results in shortening of the 
fascial ligamentous fibrous structures to accommodate 
the posture maintained. When this is occupational, and 
when the occupational posture habit becomes the chronic 
posture habit, the gradually ensuing contractural stiff- 
ness results in not only a poor posture habit but symp- 
toms * as well. The management of a telephone company 
noticed a huge prevalence of backache, dysmenorrhea, 
and occipitocervical headaches radiating to the temporal 
region among the thousands of girls seated with forward 
thrust of head and neck at switchboards. Examination 
revealed a contracture of the ligaments in the cervical 


Fig. 4.—Exacerbation of symptoms through a pull on contracted liga- 
ments, increasing compression stimulus to nerve. 


region and in the lower back region, radiating to the 
anterior pelvis, thence to the leg and iliotibial-band 
attachment at the lateral condyle of the tibia. In these 
girls the forward thrust of head and neck and the for- 
ward-tilted pelvis had thus become a fixed posture habit. 
Placing an additional pull on the contracted ligaments 
in the neck by means of forced craniocervical rotation 
(Fig. 1) exacerbated the headache radiating up over the 
head into the peripheral distribution of the greater and 
lesser occipital nerves. After mobilization of this con- 
tracture by means of progressive accumulative loosening 
through forced cervical-rotation stretching exercises 
done routinely three times to each side three periods 
daily (Fig. 1), the headaches cleared up, not to return. 
Likewise, placing an additional pull on the ligaments 
running from the dorsolumbar portion of the back to the 
anterior pelvis, thence to the leg (Fig. 2), exacerbated 
the symptoms of backache and menstrual cramps (pain 
radiating into the peripheral distribution of the ilio- 
inguinal and iliohypogastric nerves arising from the 
twelfth dorsal and first lumbar nerves passing through 
the contracted fascial ramifications). After mobilization 


4. Billig, H. E., Jr.: The Release of Fascial Ligamentous Contractures 
in Physical Rehabilitation, Indust. Med. 14: 270-273 (April) 1945. 


F 
fs 
4 
i 
x 
or 


1182 INDUSTRIAL ORTHOPEDICS—BILLIG 


of the contracture by means of the progressive accumu- 
lative loosening through forced posterior tilt of back and 
pelvis on the leg (Fig. 3) done routinely three times to 
each side three periods daily, the backache and menstrual 
cramps cleared up, not to return. These “stretching 
exercises” are now a part of the employee health service 


Fig. 5.—Correction of posteriorly tilted pelvis by means of stretching 
exercises. 


program of American Telephone and Telegraph Com- 
pany and are illustrated by diagrams in a booklet dis- 
tributed to all its employees. On the “work to win” 
program at Consolidated Vultee Aircraft Corporation 
during World War II, up to 40 days per hundred women 
per month were lost by absenteeism due to these com- 
plaints, in spite of a handsome bonus for the persons 
of each group each month, provided there was no off- 
duty among the group. During the first 10 months after 
instituting the mobilization-stretchings program (volun- 
tary!) off-duty time was reduced to zero among these 
thousands of 


Fig. 6.—Forced trunk rotation. 


In lathe workers it has been noticed that the assump- 
tion of a posteriorly tilted pelvis posture enables the 
employee to last out the day without tiring. Unfortu- 


5. Dick, A. C.; Billig, H. E., Jr., and Macy, H. N.: Menstrual Exer- 
cises: Absenteeism Decrease and Work Efficiency Incsease, Indust. Med. 
12: 588-590 (Sept.) 1943. 

6. Billig, H. E., Jr., and Brennan, R. L.: Foot Pains, Mil. Surgeon 
92: 539-542 (May) 1943. 

7. Wheeler, 1.: The Billig Exercise, The Foil, Official Publication of 
Delta Psi Kappa, December, 1943. 
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nately, this leads to a chronic posture habit of posteriorly 
tilted pelvis, and hence flattening of the lumbar part of 
the spine. After a time the ligaments between the lower 
back and posterior pelvis, thence to the leg and iliotibial- 
band attachment at the lateral condyle of the tibia, con- 
tract, and the man can no longer execute a full forward 
bend. The contracture constricts the foramens through 
which pass the nerves making up the lumbosacral plexus 
and gives rise to complaints of backache and/or pain 
radiating into the peripheral distribution of the nerves 
so irritated. The nerves involved are commonly (1) 
various portions of the sciatic-nerve distribution as far 
as the peroneal or posterior tibial distribution in the 
foot ° and (2) nerves radiating from the sacroiliac plexus 
through the hip anteriorly as a femoral-nerve distribu- 
tion as far as the medial aspect of the knee and then 
“through the knee.” Placing an additional pull on the 
contracted ligament (Fig. 4) causes increased compres- 
sion stimulus to the nerve and exacerbates the symptoms 
complained of. Again, in this region, the fibrocytic con- 
tracture can be loosened by progressive accumulative 


Fig. 7.—Mobilization stretching to relieve symptoms of intercostal 
neuritis. 


mobilization by means of stretching exercises (Fig. 5) 
done routinely six times to each side three periods daily. 
In the dorsal area of the spine the complaint may be 


. of a pain “between the shoulder blades,” radiating to 


the anterior portion of the chest as an intercostal 
neuritis, and frequently felt only as an anterior chest 
pain. Testing is by means of a forced trunk rotation 
(Fig. 6). Treatment by mobilization stretchings (Fig. 
7) done routinely three times to each side three times 
daily will bring relief. 

Brachial-plexus irritations, giving rise to peripheral- 
nerve pains radiating out toward the shoulder and arm, 
can be exacerbated in testing by means of lateral tilt of 
the head and neck, keeping the chin well retracted and 
turned toward the direction of tilt (Fig. 7). Mobilization 
stretching is carried out by repeating the procedure 
routinely three times to each side three periods daily. 

During the past few years these practical methods of 
combating the commonest complaints have been insti- 
tuted in a number of industries and school systems.’ It 
is always well to encourage the confidence of the em- 
ployee, recognize and treat symptoms early, keep him on 
duty if possible, and see him frequently in order to keep 
up the morale until such time as he has progressively 
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loosened the ligaments and mobilized sufficiently to 
begin to obtain relief. 

It may, in severe cases, be necessary to give passive 
assistive mobilization stretchings * if the patient is not 
able to do them hard enough by himself to accomplish 
a progressive loosening. 

In a major oil-tool manufacturing company backaches 
and sciatica were so prevalent that it was decided to 
institute a plant program of immediate mobilization 
stretchings in all cases in order to prevent contracture 
after back strains, and in order to mobilize whatever 
contracture was already present. A technician was 
trained at the Billig Clinic and then placed on duty at 
the plant to carry out the program immediately after the 
doctor’s examination, the employee staying on duty. For 
several years following the start of this program, there 
was no lost time from these complaints, other than that 
necessary for the doctor’s examinations. Recent check 
reveals that in that plant all the foremen have now been 
trained to recognize even mild complaints in the men 
of their group and to report them immediately to the 
medical office, so that mobilization treatment can be 
started before contracture has become severe. 
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SUMMARY 

It is pointed out that increased medical knowledge, 
changing industrial employee-employer relations, and 
the trend to total industrial and nonindustrial care have 
had great influence on developing the important field of 
industrial medicine. 

The importance of fibrous (collagenous) tissue con- 
tractures and their relation to production of the common 
industrial complaints of backache and peripheral-nerve 
pain, with ensuing loss of time, employee disability, and 
impaired work efficiency, are discussed. 

Metabolic changes based on abnormalities of steroid 
endocrine balance producing many of the orthopedic 
complaints in industrial practice are briefly outlined. 

Therapy by use of readily available steroid endocrine 
preparations is presented. 

Mobilization techniques by means of progressive 
accumulative fascial ligamentous stretching to correct 
fibrous-tissue contractures and relieve backache and 
peripheral-nerve pain are briefly summarized. 


536 S. Hill St. 


8. Billig, H. E., Jr., and Loewendahl, E.: Mobilization of the Human 
Body, ed. 1, Stanford, Calif., Stanford University Press, 1949. 


THE SPECIALIST LOOKS AT EVERYDAY MEDICAL CARE IN INDUSTRY: 
PSYCHIATRY 


Floyd O. Due, M.D., Oakland, Calif. 


The psychiatric field has a large role to play in the 
department of industrial medicine. It cannot be over- 
emphasized that many lost hours in terms of manpower 
could be saved by the consideration that employees are 
persons who react to even subtle stresses and tensions in 
the industrial facility as a whole, and that each employee 
brings to work the tensions of his own family relation- 
ship, as well as those from his own general social milieu. 


It has long been accepted that absenteeism, work slow- 


downs, and accident-proneness are influenced by such 
emotional tensions. The plant physician occupies a 
unique position between management and the worker. 
The position of the doctor in our culture allows for spe- 
cial confidence from the worker, even though the worker 
may consider that the doctor represents management. 
The doctor’s attitudes can, therefore, be very influential 
with the worker, and if the doctor is to function to the 
best interest of the plant his attitudes should also be 
influential with the management. Thus, he can arbitrate 
many potential grievances that might lead to emotional 
tensions and breakdowns. 


PSYCHIATRIC ORIENTATION 

It is obvious that only the largest of industrial facilities 
can have a psychiatric specialist as part of the plant 
medical team. It then devolves on the full- or part-time 
physician and the members of the nursing staff to acquire 
a psychiatric orientation in which evidences of emotional 
tensions can be recognized. Although everyday treatment 
in the psychiatric field will not seem as concrete as the 
local treatment of minor injuries and illnesses, it can 
be seen that an awareness of emotional problems can 


lead to therapeutic actions that are concrete and valuable 
to the industrial facility. 

It is unlikely that the plant medical staff will frequently 
be faced with extreme psychiatric emergencies requiring 
immediate attention. The chief emphasis, therefore, must 
be placed on prevention of disability from emotional dis- 
turbances and psychiatric illnesses that could arise from 
complications in the worker’s industrial and personal 
life. Such an emphasis presumes that the medical staff 
be able to serve the whole industrial plant from the 
standpoint of elimination of job tensions, employer- 
employee relations, personnel placement with attention 
to consequent job satisfactions and dissatisfactions, 
counsel in instances of overt tension, and referrals to 
psychiatrists and psychiatric clinics when indicated. 

Perhaps the greatest step toward the development of 
a psychiatric orientation in the medical staff is the culti- 
vation of an alert awareness of the emotional attitudes 
and tensions in the everyday lives of the workers to 
whom care is administered. The physicians and the 
nurses of the staff should be encouraged to study psy- 
chiatric texts and articles in which this orientation is 
elaborated. They should be willing and able to listen to 
the patient with an ear toward the patient’s emotional 
state as well as toward his physical state. In dealing with 
the patient, they should avoid a disciplinary, judgmental, 
and critical attitude. They should be able to produce in 
the patient the feeling that they are friendly and im- 
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partial confidants who will at all times try to see the 
patient’s side of the story. A failure in this relationship 
between the medical staff member and the worker will 
lead to the withholding of information that might be 
more important in the long run than the minor injuries 
or illness that presumably brought the patient to the 
medical department. The medical staff members should 
have enough authority to make recommendations regard- 
ing manipulation of the patient in his industrial setup. 


FUNCTIONS OF MEDICAL STAFF 


By far the most important part of the staff’s function 
involves careful history taking with the permissive atti- 
tude previously suggested. While eliciting the history, 
there should always be an awareness of the emotional 
potentiality behind the complaints that are presented. 
Even if the patient’s complaints do not seem valid or 
concrete, the interviewer should consider that every com- 
plaint represents some real problem for the complainant. 
It is, therefore, the physician’s task to try to diagnose 
the latent problem, even though it might not turn out to 
be a specific problem of organic medicine. In utilizing 
this attitude, great care should be taken not to give the 
employee the impression that the awareness of emotional 
problems on the part of the medical staff members means 
that every patient is considered to be a potential “gold- 
bricker.” Such an attitude on the part of the medical per- 
sonnel soon becomes well known by all the employees in 
the plant, and proper rapport for elaboration of emo- 
tional problems is, therefore, lost by all but a few em- 
ployees. Eadie ' called this phase of the history taking 
the search for the “latent complaint.”” He emphasized 
that all the following measures should be taken by the 
physician in tracing down such latent factors in the pa- 
tient’s complaints. He stated that the patient’s story 
should be checked against physical findings; that the 
previous history should be correlated for facts that tie in 
with actual physical disease or with neurosis; that the 
nurse’s observations of the patient should be checked; 
that the supervisor’s observations should be checked, and 
that in some instances the physician should go into the 
shop personally and check the man’s job and group 
situation. He also emphasized that the patient’s home 
situation should at least be inquired into and that the 
response, or the lack of response, to treatment should be 
carefully observed and recorded. These measures would 
certainly represent the extent to which a medical team 
with psychiatric orientation could follow the rule that 
“every complaint represents some real problem for the 
complainant.” 

Careful records should be made of these historical 
investigations of the medical department. These records 
should be kept in close conjunction with the progressive 
records of the physical examinations and periodic health 
checks. Results of all special examinations and consul- 
tations should be a part of this record. The number of 
days of sickness and absenteeism should be correlated. 
It is extremely important that even minor accidents be 
recorded, along with the examiner’s impression of the 
emotional attitudes of the injured patient. The patient’s 
manner of relating his history and complaints, an evalua- 
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tion of his facial expressions, and the amount of pressure 
apparent in his general speech and attitudes, should all 
be recorded as possible signs of emotional factors in the 
presenting complaints. Such carefully kept historical and 
medical records will pay large dividends on later investi- 
gations into the fields of potential psychiatric or emo- 
tional breakdowns. For instance, a succession of minor 
injuries might lead to the suspicion of an eventual de- 
pressive illness or perhaps even of a potential psychotic 
breakdown. 


RECOGNITION OF POTENTIAL BREAKDOWNS 

Some of the “signals” that might indicate potential 
breakdowns can be summarized: for instance, the rest- 
lessness, irritability, hyperactivity, and emotional insta- 
bility of the hypomanic person, or the opposite trends, 
such as psychomotor retardation and the pessimistic and 
self-accusatory attitudes of the worker with potential de- 
pression. Preparanoid breaks may be signaled by in- 
creased complaintiveness against supervisors and fellow 
employees, as well as by more general ideas of reference 
and tendencies toward ideas of persecution. Preschizo- 
phrenic signals might involve withdrawal, flattening of 
emotional! response, apparent preoccupation, automatic 
mannerisms, and strange or eccentric behavior. Neurotic 
and psychosomatic disabilities may be heralded by in- 
creased frequency of visits to the medical facility with 
physical complaints out of keeping with organic findings. 
In these persons physiologic evidences of anxiety and 
tension, along with the recording of the degree of in- 
somnia, would be important. 

Treatment that can be given by the industrial medical 
team short of referral to a specialist in psychiatry may 
include the process of catharsis, in which the physician or 
nurse is a permissive listener to the complaints and prob- 
lems of the employee. Often such catharsis can afford 
sufficient release of tension to allow the patient to manage 
his own problem. Furthermore, it is possible that from 
the employee’s release of personal feelings the physician 
or nurse can isolate some factors relative to which recom- 


. mendations, reassurances, and suggestions can be given. 


Manipulation of the environment can also be accom- 
plished, perhaps by correction of certain discomforts in 
the work situation, by arbitration of irritating occur- 
rences among co-workers and between employees and 
supervisors, and by discussions with the foreman or 
executive in an attempt to eliminate the sources of ten- 
sion. The physician also can make suggestions regard- 
ing the disturbances in the home situation, as, for in- 
stance, recommending that the worker’s spouse go to a 
doctor or psychiatrist. 

Sometimes the symptoms themselves afford clues to 
the exciting agent of the disturbance. For instance, recur- 
rent headaches often are indicative of underlying resent- 
ment and hostility that cannot be expressed overtly. This 
resentment might be a part of the worker’s family situa- 
tion, but it can also be a result of his relations with other 
employees or his supervisors. For instance, the apparently 
unjustified promotion of a younger and newer worker 
might produce such a situation. Upper gastrointestinal 
complaints often are indications that the worker’s sense 
of dependent security is threatened. Questions can be 
directed toward elaboration of this factor in both the 
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home and the work situations. Diarrhea and colitis symp- 
toms often occur in a setting where the victim has an 
excessive need to please his superiors, thereby sacrificing 
his own individuality. Symptoms referable to the opposite 
mode of lower bowel function, that of retention, i. e., 
constipation and its complications, often occur in those 
who have a great sense of being exploited by the work 
situation and who are on the defensive against such 
exploitation. Symptoms referable to the back often occur 
in workers who, on the one hand, have a strong sense of 
responsibility and, on the other, have an overwhelming 
feeling of inferiority in the face of responsibility. The 
above are all generalities that might aid in tracing down 
emotional sources of physical symptoms. 


REFERRALS 

If there is an apparent, serious psychiatric condition 
that cannot be managed by the medical staff, then the 
worker should be referred to a psychiatrist or to a mental 
health clinic. The patient should be carefully prepared 
for this referral from the beginning in order to prevent 
a hostile attitude that might make his visit to the psy- 
chiatrist unfruitful. Some general explanation of the 
mechanisms by which emotional problems can produce 
physical symptoms might reassure the patient that such 
a specific referral does not indicate that the medical staff 
considers that the worker is approaching some serious 
mental breakdown or insanity. In general, the patient 
should always be told that he is going to a psychiatrist 
rather than to a nerve specialist or neurologist. Such 
attempts to attenuate the situation usually lead to a 
handicap in the psychiatrist’s relations with the patient 
for either diagnostic or therapeutic purposes. In cases 
of probable psychotic complications, it is well also to 
inform a responsible member of the patient’s family of 
the situation and to have that person accompany the 
patient to the psychiatrist’s office. This is important be- 
cause the relative can give objective and factual informa- 
tion that the psychotic patient may not be able to verbal- 
ize, and he also can be responsible for initiating hospital 
and sanitarium care if necessary. It is well to prepare the 
psychiatrist with some general estimate of the patient’s 
problem and to furnish him with a summary of the em- 
ployee’s previous work and health record. 


SPECIAL PSYCHIATRIC PROBLEMS 


It is considered that some attention should be given 
to special psychiatric probiems that might confront the 
general medical staff at the plant. Chronic and recurrent 
acute alcoholism is one of the most important of these. 
The incidence of chronic alcoholism in the United States 
is high and seems to be increasing. Obviously, this dis- 
order takes a great toll from industry from the stand- 
point of inefficiency on the job, absenteeism, and actual 
loss of and disability in workers who have been the 
recipients of a long and expensive training program. The 
last effect is particularly felt in the case of the “sec- 
ondary” alcoholic who acquires the condition gradually 
after a relatively well-adjusted early life. Some of these 
persons can be helped by psychiatric treatment, if the 
condition is recognized and if they can be convinced that 
they should seek psychiatric help. 


INDUSTRIAL PSYCHIATRY—DUE 


A special problem that engenders actual financial loss 
to the company directly, as well as indirectly through im- 
paired morale of the co-workers, is the condition known 
as accident-proneness. Many investigators in the field 
have found that accidents are more likely to occur in 
a certain group of persons. In fact, nearly all the acci- 
dents in a plant might be attributed to a relatively small 
percentage of the personnel. Csillag and Hedri, in 1949,’ 
delineated some of the factors in the history and exami- 
nation of the persons in this small percentage. They 
stated that 54% of the patients in this group had lost 
one of their parents in childhood or did not even know 
their father or mother. Almost one-third of the accident- 
prone patients’ deceased fathers had been the victims ot 
violent death. There is a suggestion that accident-prone- 
ness in this series represented identification with the 
violent death of the father. Seventy per cent of the acci- 
dent-prone patients could not give free expression to 
aggression. Several had tried to do this indirectly by 
choice of vocation or by their indulgence in certain 
sports; but where such efforts proved insufficient, and, 
where the moral standards were at a relatively high level, 
the patient tended to choose the accident solution to the 
problem. Thus, the patient turned his aggression against 
himself in the form of recurring accidents. These investi- 
gators also found that purposeful accidents could have 
as a motive the prevention of loved ones from leaving 
the victim. Accidents also occurred among competitors 
who were reckless with their own physical welfare in 
order to achieve more than others. These accident-prone 
persons can be isolated by history and by the record of 
minor injuries and, perhaps, given specific treatment to 
produce some insight into these morbid areas of their 
personality structure. 

Another important special problem is that of industrial 
accidents in which a battle for compensation becomes an 
important factor. I have had occasion to examine many 
of these cases in which prolonged medical, orthopedic, 
and surgical measures had no therapeutic success. Psy- 
chiatric examination and history revealed that at the time 
of the accident nearly all these patients had some griev- 
ance that was not recognized on the original treatment 
of the injury. The administration of these cases aggra- 
vated, rather than minimized, the grievance. For in- 
stance, the practice of transfer of the responsibility for 
injured workers to a relatively unknown insurance com- 
pany left the patients without any friendly person in 
authority to be the guiding and integrating factor in 
their treatment. Rather, the patients were sent to various 
doctors for consultations, and occasionally their condi- 
tions were given diagnoses that did not hold up under 
subsequent investigations. The patients’ need for a con- 
crete physical justification for their disability led to fix- 
ations on the area of mistaken diagnosis. It also led to 
resentments against those doctors who later did not agree 
with the previous mistaken diagnosis. As a result of 
being andied about, the patients developed confusion 
and resentment that built up the original grievance to 
almost insurmountable heights. By the time these pa- 
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tients reached a psychiatrist, it was impossible to resolve 
the complicated superstructure of grievances and coun- 
tergrievances without complete settlement of the case by 
cash payment. The cash payment represented at least 
some reward for the original grievance and for the subse- 
quent grievances that piled up in the course of the pa- 
tients’ circuitous journeys through hospitals, doctors’ 
offices, and courts. It must be honestly admitted that 
these patients occasionally suffered real indignities at 
the hands of some physicians who are poorly oriented in 
terms of a human approach to the patient. I have been 
placed on record, in testimony to a court, that poor 
management of this type in itself represents a source of 
injury to the patient and that it is, therefore, compensa- 
ble. This stand was recognized as valid by the court in 
one outstanding case. I have come to the conclusion 
that many of the compensation cases that terminate in 
court battles have come to this end through continued 
episodes of mismanagement. I believe that a careful in- 
vestigation of the emotional factors at the time the injury 
was sustained, along with sympathetic and understanding 
management early in the condition, would have fore- 
stalled many of these eventually expensive court pro- 
ceedings. 
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Psychotherapy is extremely difficult after a case of this 
type has been complicated to the degree described above. 
By the time the patient sees a psychiatrist, his whole emo- 
tional set is to prove and maintain his illness at all cost, 
inasmuch as the relief of pain through psychiatric means 
would be tantamount to admitting that he was “faking” 
all along. It is also difficult to accomplish successful 
psychotherapy in a situation in which the court has 
granted a disability pension and has instructed the insur- 
ance company to pay for psychiatric treatment of the 
patient in question. My experience supports the views of 
others who have stated that an outright cash settlement, 
with the removal of the case from further court action, 
is the only measure that can release the patient from his 
need to maintain a stubborn stand against those whom 
he now feels have injured him in a variety of ways. In 
conclusion, I recommend that a closer liaison be kept by 
the plant physician or his representative with those pa- 
tients whose treatment has somehow progressed into the 
hands of the insurance company and its doctors. Such 
a representative can obviously be closer to the employee 
and can be helpful in interpreting to the injured worker 
the significance of the various treatments and opinions 
that have been rendered. 


THE SPECIALIST LOOKS AT EVERYDAY MEDICAL CARE IN INDUSTRY: 
CARDIOLOGY 


B. M. Overholt, M.D., Knoxville, Tenn. 


Interest in the subject of everyday medical care in 
industry from the standpoint of cardiology was acceler- 
ated by experiences during World War II, when it was 
necessary to employ manpower from the 4-F category. 
This increased the incidence in industry of hypertension, 
arteriosclerosis, rheumatic heart disease, psychosomatic 
disorders, and other cardiac defects. To a great extent 
experiences with these groups proved that persons who 
had cardfac disorders with a limited disability could carry 
on very well in industry. 

Now that manpower is more plentiful, the limited 
cardiac cripple is again coming up against the barrier 
that has so long stood in his way, namely, the attitude 
of the employer that more or less insists that an employee 
be on a full-duty status, using Army terminology, and 
that there is very little place for an employee who can do 
limited duty only. Correction of this fallacy rests on edu- 
cation of management and union leaders, showing them 
statistically that the cardiac with a limited disability can 
be as productive as any other person, provided there is 
proper selective job placement. 

A few statistical studies present evidence that persons 
with cardiac conditions are a good employable risk. Dr. 
Howard Rusk,' in a recent report, cited the latest of these 
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studies which was made by the Bureau of Labor Statistics 
for the Veterans Administration. This study compared 
1,800 workers having cardiac impairments with 3,000 
unimpaired fellow workers on the same jobs. Although 
the persons with cardiac disease were slightly higher 
in absenteeism, disabling work injuries, and volun- 
tary quit rates, differences were so slight that they were 
not considered significant. For example, the cardiac 
workers averaged two and one-half days a year more 
absenteeism than their unimpaired fellow workers but 
more than compensated for the time lost by their in- 
creased efficiency and stability. 

The second problem in the management of the indus- 
trial cardiac worker resolves itself in the treatment and 
observation of those employees who have been working 
in the same plant for years and who acquire cardiac dis- 
orders. The problem here involves more frequent peri- 
odic check-ups and reclassification of the employees to 
positions compatible with their cardiac defects. This runs 
into certain complexities, such as labor-union rules re- 
garding seniority rights and job transfers. There are also 
legal factors that involve aggravation of existing cardiac 
defects in the worker or danger to his fellow workers or 
to his company; for example, the railroad engineer in 
whom coronary artery disease develops. Certainly we 
must realize that with the increase in the span of life the 
problem of geriatrics in industry must assume a more im- 
portant role; the need for continued employment of older 
workers is obvious. Their skill and reliability should be 
utilized. 
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The next question that I should like to take up is the 
consideration of the placement of the cardiac worker in 
industry in reference to his disability. It is essential, when 
a new employee with a cardiac defect presents himself for 
job placement, or when the old employee comes in for 
reclassification because of an acquired cardiac defect, 
that he is classified from an etiological, functional, and 
therapeutic standpoint. The criteria for these various 
classifications have been outlined by the American Heart 
Association. Such classifications uniformly used will 
eventually bring about a large series of statistics in indus- 
try that will act as a guide for the industrial physician. 


HYPERTENSION 


Hypertension is a common occurrence in industry, if 
we accept as a measure of normal blood pressure a 
systolic reading of less than 150 mm.Hg and a diastolic 
reading of under 90. A few attempts have been made to 
evaluate how long a hypertensive person may work, but 
no critical approach to the problem has been made, the 
reason being that there are so many variables associated 
with the evaluation of hypertension itself. Smith and 
Lambie, in reporting their experiences over a period of 
10 years, were of the opinion “that the hypertensives had 
as short a period of disability before death as did the 
average worker, and their degree of usefulness as em- 
ployees continued good up until their severance from 
work.” Sprague felt that hypertensive disease coming on 
in the fifth decade may allow 10 or more years of normal 
existence. Eventually the hypertensive person exhibits 
one of the complications of the disorder, and then he is 
a serious risk. For this reason, my policy has been to 
have more frequent periodic check-ups on hypertensive 
workers than on nonhypertensive workers. In a survey of 
342 employees, followed for a period of years, it was 
found that the percentage of abnormal electrocardio- 
grams was in direct proportion to obesity and hyper- 
tension. I should like to cite two instances of hypertension 
in this group of employees that have been interesting to 
me and demonstrate difficulties in prognosis and man- 
agement. 


Case 1.—A white man 48 yr. old, 5 ft. 10 in. (178 cm.) tall, 
weighing 181 Ib. (82 kg.), had persistent diastolic pressure of 
128, with a record of diastolic pressure as high as 170 on one 
occasion. He was known to have had severe hypertension of at 
least 10 years’ duration. Electrocardiograms that were taken 
routinely at yearly intervals for four years were essentially the 
same. The roentgenographic configuration of the heart revealed 
no change during these years. This man was able to work with 
no disability and no loss of time from 1945 through 1949. This 
case is presented to demonstrate that this worker with a high 
diastolic pressure was able to work for a relatively long period. 


Case 2.—A 60-yr.-old white man, 5 ft. 11 in. (180 cm.) tall, 
weighing 145 lb. (66 kg.), had persistent diastolic pressure of 
118 and above for at least three years. How long before this 
he had had hypertension was undetermined because he had 
sought the advice of no physician. Roentgenographic examina- 
tion of the heart for size revealed a minimal cardiac enlarge- 
ment confined mainly to the left ventricle. Results of routine 
laboratory procedures were all within normal limits; electro- 
cardiograms were normal in 1947. However, in 1948 there was 
considerable change in the configuration of the QRST-com- 
plexes, which was the first indication that the employee was 
having cardiovascular difficulties. This man was feeling abso- 
lutely well and had lost no time from work; clinically there had 
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been no change in his cardiac status. This particular case repre- 
sents the value of repeated serial examinations and serial elec- 
trocardiograms. 


ARTERIOSCLEROSIS 
Arteriosclerotic heart disease, including anginal syn- 
drome and myocardial infarction, is a problem of in- 


creasing significance and will continue to be so as long 


as we are dealing with an older age group. Placement of 
employees who have had myocardial infarction is diffi- 
cult. Too frequently the employee has been trained in 
hard manual labor, and the occurrence of a myocardial 
infarction precludes continuance in that type of work. 
The difficulties of transfer to another position in view of 
seniority rights and the difficulties entailed in teaching 
older employees new responsibilities are other factors. 
In the few instances in which the employee is fortunate 
enough to be on a job calling for minimal physical and 
mental exertion, he does very well for long periods. The 
employment of new applicants who have suffered myo- 
cardial infarction must of necessity be confined to a 
small and well-selected group. The problem of continued 
employment of the person with myocardial insufficiency 
on the basis of coronary artery disease with anginal syn- 
drome is one of careful selective job placement and 
follow-up observation. The diagnosis at times presents 
difficulty because of lack of objective evidence, particu- 
iarly in the case of employees who are attempting to hide 
physical disabilities and who give an unreliable history 
for various reasons. 

I frequently see men seeking employment who deny 
any trouble and yet who, after careful study, present 
pictures such as this. Some authors have recommended 
that all employees, such as firemen and engineers, who 
have responsible positions involving the lives of other 
persons have a routine electrocardiogram made before 
and after exertion. 


RHEUMATIC FEVER 


Absenteeism due to recurrences of rheumatic fever 
and respiratory tract infections frequently precludes the 
employee from continued work. Of prime importance 
in this particular group of workers is avoidance of ex- 
posure and extremes of temperature. Positions in shel- 
tered locations where work can be done inside in a warm, 
dry type of environment are to be encouraged. In such 
circumstances, particularly where there can be freedom 
from excessive streptococcic infections, this group can 
do very well. I have had no experience with the preven- 
tion of recurrences of rheumatic fever with administra- 
tion of sulfonamide compounds or pencillin in industrial 
plants. Psychosomatic cardiac disturbances and cardiac 
arrhythmias occur frequently and require adjustment, 
frequent consultation with psychiatrists, and reassurance, 
along with proper medicinal treatment. Some of the diffi- 
culties in the management of cardiac employees in indus- 
try are not always due to organic disease but are related 
to anxiety states arising from conflicts. 

In summary, I should like to stress the need for further 
critical statistical studies of persons with cardiac dis- 
orders in industry. My second point is that the cardiac 
worker with a mild disability is a good employable risk, 
and my last, that provisions for continued employment 
of persons of the older age group be seriously considered. 
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OCCUPATIONAL TUBERCULOSIS IN HOSPITAL AND SANATORIUM PERSONNEL 
William G. Childress, M.D., Valhalla, N. Y. 


It is a well recognized fact that tuberculosis is not a 
respecter of persons in any walk of life. It may attack 
a person of any race or occupation any time from birth 


until death. There are racial, occupational and environ- — 


mental differences of susceptibility, tissue reaction and 
resistance, involving basic and complicated formulas in 
biometrics, which are as yet only partly understood. We 
recognize racial susceptibility and resistance, yet who 
knows what variations, if any, would exist if all races 
had lived for centuries under identical conditions? In- 
fluences not wholly understood are exerted in age and 
sex groups. The virulence of the organism and the size 
of the infecting dose necessary to cause disease are also 
significant factors. All agree that without the presence 
of the tubercle bacillus in the working environment or 
the body, tuberculosis cannot develop as an occupational 
hazard. Conditions of employment may conceivably 
cause activation of a latent tuberculosis infection, but 
they are difficult to evaluate under normal conditions of 
employment. Therefore, in attempting to evaluate tuber- 
culosis as an occupational hazard, one must keep in 
mind the above-mentioned factors and other basic con- 
siderations too numerous to discuss here, but the first 
line of attack must be against the tubercle bacillus in 
areas of employment. 


CONDITIONS OF EXPOSURE 

Perhaps there is ro more incriminating evidence of 
causal relationship in the thinking of the public, and 
most physicians, than the development of the disease in 
a person known to have been exposed to it in a hospital 
or sanatorium. Yet, this is not prima facie evidence of 
causal relationship. There may be, and sometimes are, 
other opportunities for infection. Moreover, where rigid 
protective techniques are practiced, the danger may be 
greatly reduced or eliminated. Conversely, there is not 
prima facie evidence sufficient to exclude causal relation- 
ship when the disease develops in an employee who is in 
contact with unrecognized tuberculosis among patients 
or personnel, for when tuberculosis is unrecognized it is 
impossible properly to segregate patients and institute 
protective measures. How, then, may we proceed in an 
attempt to arrive at a reasonably accurate answer in fair- 
ness to all concerned? There is no better place than a 
well administered hospital in which to work out accept- 
able standards for fairly evaluating causal relationship 
in tuberculosis developing among hospital personnel. 
There are conditions of employment that point accus- 
ingly to causal relationship, others that defy exclusion 
of the possibility and those that may not preclude 
theoretical possibilities but make them appear unlikely. 


From the Division of Tuberculosis and Chest Diseases, Grasslands 
Hospital. 
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TYPES OF CLAIMS 


In our experience claims allowed or disallowed fall 
into four general groups. In the first, a young person, for 
instance a student nurse who enters employment with a 
family history negative for tuberculosis, negative tuber- 
culin reaction and normal chest x-ray, is intensively ex- 
posed in the routine of duty for a few weeks or months. 
Her tuberculin reaction becomes positive, and even- 
tually a tuberculous lesion develops. Since there are no 
other known sources of contact, she is reasonably con- 
sidered to have acquired disease as a result of occupa- 
tional exposure. All claims in this group have been 
allowed in our experience. In this same group is the 
person who has a family history of tuberculosis, but who 
has a negative tuberculin reaction and normal chest 
x-ray at the time of employment and in whom disease 
subsequently develops under the conditions described 
above. This person may also be considered to have 


acquired disease as a result of occupational exposure. It 


may be assumed that, even if there were a previous infec- 
tion, it had cleared spontaneously and superinfection 
developed for all intents and purposes in completely 
healthy tissue, even if chest x-rays taken during employ- 
ment revealed evidence of healed primary infection. In 
our experience, claims in this group have been ailowed. 

In the second group a person enters employment with 
a positive tuberculin reaction and a normal chest x-ray 
or evidence of healed primary infection only, without 
massive parenchymal involvement. If disease subse- 
quently develops, this person may, and often does, be- 
come a subject of medical controversy. Exogenous 
superinfection or reinfection or endogenous exacerba- 
tion cannot be determined clinically, and contemporary 
pathologists, agree that exogenous superinfection or 
reinfection may occur, and there is no constant pattern 
that distinguishes primary from reinfection tuberculosis 
clinically or pathologically. It must, then, be presumed 
that exogenous superinfection or reinfection is possible 
in any case, if indeed not probable. In our experience all 
such claims have been allowed when other contact or ad- 
verse working conditions could not be demonstrated. 

A person in the third group enters employment with 
or without a history of tuberculosis or contact, has a 
positive tuberculin reaction and x-ray evidence of appar- 
ently healed or latent parenchymal disease. If the disease 
subsequently becomes active, this person is usually pre- 
sumed to have reactivated disease or endogenous re- 
infection, despite other possibilities, because this type of 
tuberculosis is prone to reactivate under normal condi- 
tions of life independent of occupation. Only one claim 
has been allowed in this category in our experience. 

The fourth group is largely made up of persons mak- 
ing false or questionable claims in an attempt to collect 
benefits to which they are not entitled. They gain em- 
ployment by misrepresenting the status of their disease 
or by the employer’s unawareness of the disease. They 
are usually represented by counsel. None of these claims 
has been settled in favor of the claimant in our ex- 
perience. 
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In the first two groups, time is an important factor, 
since detection of clinical disease may not immediately 
follow the infection it results from. In most instances 
claims allowed were those of persons in whom clinical 
disease had developed within a year after exposure or 
conversion of the tuberculin reaction. Awards in com- 
pensation claims are not made on clear scientific proof, 
which is almost always lacking, but on what appears to be 
the most likely proof in light of the evidence produced. 

Attempts to evaluate fairly employees under consid- 
eration for workmen’s compensation claims at Grass- 
lands and experience in giving medical testimony in 
compensation court lead one to the conclusion that there 
are justifiable differences of opinion in any given case 
for reasons that have been mentioned. As long as honesty 
of conviction prevails, there is no place for intolerance 
of another’s point of view. Yet, there is reason to believe 
that professional bias prevails at times. Justice in some 
instances will have to await further advances in the basic 
sciences and the institution of sound administrative prac- 
tices. In the meantime, we should proceed along logical 
and proved lines of attack in an effort to reasonably 
establish or exclude causal relationship for employees in 
whom tuberculosis develops in the line of duty. 


RECOGNITION AND ACCEPTANCE OF HAZARD 

‘The medical profession and hospital administrators 
have been slow to recognize and accept the existence of 
tuberculosis as an occupational hazard, and few hospi- 
tals avail themselves of the full opportunity for case 
finding among hospital patients and employees. Fortu- 
nately, attitudes and practices are changing for the 
better. There is an increase in the use of acceptable 
methods of case finding in hospitals, and now 23 states, 
Alaska, Hawaii, the District of Columbia and the United 
States Government (for civil employees) have full cov- 
erage for tuberculosis as an occupational disease, and 18 
states have limited coverage, principally for employees 
in institutions. I am informed by the director of the Divi- 
sion of Labor Standards, U. S. Department of Labor, 
that the lack of general coverage or of specific mention 
does not necessarily mean that a hospital worker con- 
tracting tuberculosis would not receive workmen’s com- 
pensation, because there have been sporadic court 
decisions that the infection is an “accident.” * In some 
instances there is the limitation that the disease, to be 
compensable, must be characteristic of the employment. 

Mr. G. M. Ingersoll, acting chief of the Legislation 
Branch, Department of Labour, Canada, informs me 
that two provinces, British Columbia, in 1943, and On- 
tario, in 1950, added tuberculosis by statutory regula- 
tion to their schedules of industrial diseases for which 
workmen’s compensation is payable, and at the 1950 
session of the legislature, Manitoba amended its defini- 
tion of industrial disease to include any other diseases 
(in addition to those listed in the schedule to the act) 
peculiar to, or characteristic of, a particular industrial 
process, trade or occupation.* This definition could, 
therefore, include tuberculosis. 


GRASSLANDS HOSPITAL EXPERIENCE 


In 1932 when the new tuberculosis program was be- 
gun, we started preemployment and periodic chest x-ray 
examination of all employees in the tuberculosis division 
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of Grasslands Hospital.‘ Tuberculin testing was optional 
at that time but was made compulsory in 1941 as an aid 
in evaluation of compensation claims of persons in 
whom clinical disease had developed. In 1938 periodic 
chest x-ray examination was instituted for employees 
throughout the hospital, and, since Jan. 1941, chest 
x-rays have been obtained on patients admitted to the 
hospital for conditions other than tuberculosis.* Tuber- 
culin testing as indicated and chest x-rays are done at 
six month intervals on professional groups in the hos- 
pital, including student nurses.* When closer observation 
is indicated, employees are followed in the chest clinic. 
Chest x-rays are made at yearly intervals on nonprofes- 
sional employees not in close contact with patients. 


RESULTS 

Early observations revealed a significantly higher inci- 
dence of tuberculosis among those working in close 
contact with known sources of infection than among 
those who were not, regardless of age or other considera- 
tions. This has been confirmed by later observations. 
Continuous case finding as outlined and follow-up of 
patients have resulted in the accumulation of valuable 
data. Since 1932, among 7,901 persons, 78 without 
previous evidence of significant tuberculosis, many 
without evidence of infection, were found to have active 
tuberculosis during employment and while under obser- 
vation. Sixty-five of these cases developed in a group of 
3,486 employees with 9,750 exposure years, a rate of 
0.66 per 100 per year, and 13 developed in a group of 
4,415 without known exposure, a rate of 0.13 per 100 
per year. It is significant that among the 78 patients in 
whom clinical disease developed there were 13 physi- 
cians, 27 student nurses, 20 graduate nurses and five 
attendants, revealing that a greater danger exists for 
those in close contact with the patient. The annual attack 
rate in this series for professional groups is approxi- 
mately 1 per 100, which is higher than the rate of 0.66 
per 100 for all employees with known exposure. Some- 
what higher or lower annual attack rates have been 
reported in nursing and hospital groups by others.’ All 
are higher than the annual attack rate of 0.2 to 0.3 for 
clerical employees in the Metropolitan Life Insurance 
Company, reported by Reid,* and than our unexposed 
group, in which the rate is 0.13. 


DISCUSSION 

With the recognition of tuberculosis as an occupa- 
tional hazard by so many governmental agencies in the 
United States, Canada, and the territories, it becomes 
increasingly important to recognize forces that con- 
tribute to the hazard. As stated in the introduction, there 
are many influencing factors that need clarification. It 
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does appear that a major contributing cause is the oppor- 
tunity for intensive exposure to the tubercle bacillus. 
However, the danger of exposure should not be overly 
stressed, because most (98.2 per cent) of those working 
in close contact during the period did not develop dis- 
ease, indicating a high degree of native resistance. 

In reporting on accident hazards and costs in service 
industries, Donlon ° reports that of 116 cases of occupa- 
tional tuberculosis in 1947 for all service activities, 109 
occurred in hospitals and other health services where 
exposure is greatest. In our series, from 1935 through 
1948, 46 claims for workmen’s compensation were al- 
lowed on the basis of causal relationship, and 13 were 
disallowed. Our experience amply supports the view that 
occupational tuberculosis develops where there is a 
chance for intensive exposure. All 46 who were awarded 
workmen’s compensation worked in heavily exposed 
areas where causal relationship could not be excluded. 
The tuberculin reaction was positive in 19, negative in 20 
and unknown in seven at the time of employment, which 
shows that the presence or absence of a previous infec- 
tion has not materially influenced the decision of the 
courts in the evaluation of these claims. 

Occupational tuberculosis results in unnecessary suf- 
fering and loss of life, for, despite a good end result for 
75 per cent, 25 per cent have died or are still incapaci- 
tated from active tuberculosis, in our series of 78. In 
addition, the expense involved is excessive in loss of time 
and cost of treatment and compensation. Therefore, 
efforts to eliminate the hazard justify any expense in- 
volved. In November 1948 we added to our control 
program BCG vaccination of tuberculin-negative pro- 
fessional and nonprofessional groups working in heavily 
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infected areas. To date no case of tuberculosis has de- 
veloped in the vaccinated group. This is an interesting 
observation, although I make no claim for its clinical 
significance, for neither has a case of tuberculosis de- 
veloped among the positive reactors during this interim. 
There has been no significant difference in the annual 
attack rate in the tuberculin-positive or tuberculin-nega- 
tive groups in this series. 


SUMMARY AND CONCLUSIONS 

In our experience a tuberculosis hazard exists only 
for employees in close contact with tuberculosis in hos- 
pitals and sanatoriums. The hazard should be recognized 
but not overly emphasized. The higher rate is partly 
swelled by repeated reexamination of persons over a 
period of years. Figures for comparison of similar seg- 
ments of the population in other occupations are meager. 
Therefore, the hazard remains in some degree an un- 
known factor. It should be stressed that clinical disease 
did not develop in 98.2 per cent of employees exposed 
in this study, and 28.6 per cent escaped infection 
sufficient to convert the tuberculin reaction. Our experi- 
ence indicates that tuberculosis as an occupational 
hazard may be reduced, and possibly eliminated, by ade- 
quate case finding, isolation of infectious cases, the use 
of sound protective measures for professional and allied 
workers in close contact with infectious patients or ma- 
terial and BCG vaccination of tuberculin-negative per- 
sons required to be in contact with tuberculosis in the 
course of their employment. 

9. Donion, M.: Accident Hazards and Costs in Service Industries, 
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TREATMENT OF TYPHOID IN PREGNANCY WITH CHLORAMPHENICOL 
(CHLOROMYCETIN’) 


Charles S. Stevenson, M.D., Anthony J. Glazko, Ph.D., E. Clark Gillespie, M.D. 


John B. Maunder, M.D., Detroit 


Typhoid, in recent years, has been a rare but never- 
theless serious complication of pregnancy. Spontaneous 
abortion or premature labor has occurred in 60 to 80% 
of such cases. Fetal death in utero is common and has, 
in some cases, been demonstrated to be due to trans- 
mission of the typhoid bacilli from the mother to the 
fetus.' When the disease has been present in the mother 
for a few weeks, approximately one-half of the fetuses 
have become so infected. Maternal mortality has been 
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about 15%, while about three-quarters of the fetuses 
and infants generally have been lost. 

In view of the recent reports of the successful treat- 
ment of typhoid with chloramphenicol * and the fact that 
we might sometime expect to treat a pregnant woman 
who had typhoid fever, we undertook to study the trans- 
mission of chloramphenicol from the maternal blood to 
the fetus. 

We wished to determine whether chloramphenicol 
penetrates the human placental barrier in sufficiently 
high concentration to have an antibiotic effect in the 
blood of the fetus. 

METHOD 

A 1-gm. dose of chloramphenicol in the form of four 0.25 gm. 
gelatin capsules was given by mouth to 20 parturient women 
from one-half hour to two and three-fourths hours before de- 
livery. Samples of venous blood from the mother and from the 
veins of the umbilical cord of her infant were taken at the time of 
delivery. After clotting, the serum was separated by centrifuga- 
tion and was analyzed by one of us (A. J. G.) for chemical deriva- 
tives of chloramphenicol and biologically for the presence of the 
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antibiotic itself; arylamines were assayed by a modification of 
Bratton and Marshall’s method,’ and total nitro compounds by 
reduction with titanium chloride, followed by diazotization and 
coupling. Chloramphenicol, or unaltered antibiotic, was assayed 
by microbiological procedures against Shigella sonnei.® 


RESULTS 


Fetal cord blood (venous) was found to contain 
significant quantities of the antibiotic. The average level 
of chloramphenicol in the cord blood was 72% of that 
found in the maternal blood. An appreciable concentra- 
tion of the antibiotic was present in the cord blood with- 
in one hour of ingestion of the drug by the mother, and 
the concentrations of chloramphenicol in the fetal and 
maternal veins were roughly the same after two and one- 
half hours. We therefore judged that chloramphenicol 
therapy of typhoid in a pregnant woman should be as 
effective for the fetus as for the mother and, if started 
early enough in the course of the disease, should prevent 
fetal death in utero and the subsequent onset of pre- 
mature labor. We felt that the known high mortality for 
mother and fetus in typhoid should be reducible to 
extremely low levels among patients to whom chloram- 
phenicol could be given before the disease had made 
great inroads. When we had completed our studies, a 
paper on the subject was published by Ross and asso- 
ciates.° In it they stated that “chloramphenicol was 
observed to pass through the placental barrier and was 
present in cord blood in a concentration of 50 to 75% of 
that observed in the maternal blood.” 

We had no more than completed our studies on the 
placental transmission of chloramphenicol when a 
woman in her seventh month of pregnancy and with a 
severe febrile disease was admitted to Herman Kiefer 
Hospital, communicable disease division. 


REPORT OF CASES 


Case 1.—L. C., a 25 year old Negro woman, was about seven 
and one-half months pregnant when admitted to the hospital on 
Sept. 29, 1949. She complained of severe headache, backache, 
dysphagia, fever, and malaise, all of which had been present for 
about six days. On Sept. 25, because of the same complaints, a 
lumbar puncture had been performed in the outpatient depart- 
ment of the hospital, and studies of the fluid indicated the ab- 
sence of meningitis. On Sept. 27 she had noted regurgitation of 
swallowed water and subsequently vomited frequently. Her past 
history was essentially noncontributory. She had given birth to 
seven children, all girls, in the previous 11 years. 

When she was admitted her temperature was 104 F., pulse 134, 
respiration 40, and blood pressure 128/80, and the spinal fluid 
showed 14 cells per high power microscopic field. The Pandy 
test was negative, and the sugar was 00+-+-+. Her red blood cell 
count was 3,330,000, hemoglobin 55%, leucocyte count 5,950, 
with 83% polymorphonuclear cells, 14% lymphocytes and 3% 
monocytes. She was very obese, somewhat somnolent, and her 
positive physical findings were an injected pharynx, a moderately 
rigid neck and back, and a pregnant uterus that extended two- 
thirds of the way from the umbilicus to the xiphoid. The first im- 
pression was that she had nonparalytic poliomyelitis in addition 
to being about 30 weeks pregnant. 

She vomited frequently, was receiving parenteral fluids, and 
her condition remained essentially unchanged. On Oct. 2, when 
seen in obstetric consultation by one of us (E. C. G.), she was 
found to be complaining of severe upper abdominal cramps and 
nausea, and she had vomited several times that day. At that time 
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she had a temperature of 103.8 F. and a pulse rate of 120. She 
was well hydrated and well oriented. Marked upper abdominal 
tenderness and some rebound tenderness were present. The diag- 
nosis of typhoid was suggested. She had been receiving penicillin 
injections and sulfadiazine by mouth. 

On Oct. 3 the Widal reaction with the H antibody was nega- 
tive, but that for the O antibody was positive in a dilution of 
1:80. Agglutination tests for paratyphoid A and B and for bru- 
cellosis were negative. Blood for culture had been taken, and on 
Oct. 5 gram-negative rods were found growing in the culture; the 
next day it was determined that they were typhoid bacilli. Chlor- 
amphenicol treatment was begun at once. Since the patient was 
vomiting, the capsules were punctured at several points with 
a pin and, following a rinsing out of the sigmoid and rectum, 
were inserted into her rectum; she received 1.5 gm. every eight 
hours. 

Thirty hours after the commencement of chloramphenicol 
therapy the patient’s temperature began to fall from an average 
high of 102.6 F., and within 36 hours it reached 98.2 F. There 
was also a marked symptomatic improvement during this period 
in that she became alert, stopped vomiting, expressed hunger and 
ceased to have abdominal pain. Because of a low hemoglobin she 
was given two 500-cc. blood transfusions. The fetus remained 
active. Defecation was normal, and she shortly began to eat a 
full diet. 


Stools taken for culture on Oct. 5 were negative for typhoid 
bacilli, while those taken on Oct. 18, 21 and 22 were positive. 
Cultures of stools taken on Oct. 29 and Nov. 7 were negative. All 
urine cultures were negative for this organism. 


Chloramphenicol therapy was stopped on Oct. 18, after 12 
days of continuous therapy at the rate of 4.5 gm. per day, or a 
total dosage of 54 gm. 


The patient was up and walking about the ward for the last 
week of hospitalization and was discharged on Nov. 18 in good 
condition. At her discharge the fetus was active and lay in right 
occiput transverse position with its head not engaged. Her blood 
pressure was 128/70, and her urinalysis was negative. 

On Dec. 26 the patient was readmitted to the communicable 
disease division of Herman Kiefer Hospital in active labor. Be- 
cause she was a potential typhoid carrier she was kept in isola- 
tion. After three hours of labor she spontaneously delivered 
herself of a 4,320 gm. female infant who cried and breathed at 
once. The infant was normal and was given regular formula 
feedings. All tests made on it were negative for typhoid. The 
mother had a normal postpartum course, and was discharged 
with her infant on Dec. 31. 


Repeated periodic cultures of the stools of both mother and 
infant, from the time of delivery, have been negative. The last 
materials for culture were taken on March 8, 1950. 


Case 2.—M. L., a 23 year old nulliparous graduate nurse, 
whose last menses began on March 7, 1950, was admitted to 
Grace Hospital on May 24 with a temperature of 100.6 F. and 
a pulse rate of 100. For three days prior to admission she had 
noted a mild painful urgency to defecate and slight deep pelvic 
discomfort during defecation. The pain was spasmodic, perium- 
bilical in location, and was relieved by defecation. The stools had ° 
been of normal consistency, but expulsion was noted to be 
unusually rapid and forceful. She had not noted any blood or 
mucus in her stools. 


3. Bratton, A. C., and Marshall, E. K., Jr.: New Coupling Component 
for Sulfanilamide Determination, J. Biol. Chem. 128: 537 (May) 1939. 

4. Glazko, A. J.; Wolf, L. M., and Dill, W. A.: Biochemical Studies 
on Chloramphenicol (Chloromycetin): Colorimetric Method for the De- 
termination of Chloramphenicol and Related Nitrocompounds, Arch. 
Biochem, 23: 411 (Oct.) 1949, 

5. Joslyn, D. A., and Galbraith, M.: A Turbidimetric Method for the 
Assay of Antibiotics, J. Bact. 54: 26 (July) 1947. 

6. Ross, S.; Bischoff, H.; Preisser, W., and Orr, W.: Some Observa- 
tions on the Absorption and Excretion of Aureomycin and Chilor- 
amphenicol, J. Clin. Invest. 28: 1050 (Sept. pt. 1) 1949. 


146 
| 


Her pregnancy had otherwise progressed normally until the 
night of May 23 when she noted the fairly rapid onset of a sharp, 
low frontal headache, with “burning” of the eyes and some 
malaise. She went to bed early but was awakened at 6 A. M. by 
nausea and a severe headache. She vomited several times and, 
feeling weak and ill, returned to bed. She next awakened at 
10 A. M., and, finding some bright red blood stains on her 
nightgown, discovered slight vaginal bleeding. There were no 
uterine cramps, but she noted recurrence of the periumbilical 
cramps and her headache and malaise persisted. 

She was admitted to the hospital by one of us (C. S. S.) that 
afternoon, at which time she exhibited a flushed face and obvious 
malaise. The positive physical findings were a definite gravid 
firmness of the breasts, increased frequency and pitch of the 
small-bowel sounds on abdominal auscultation, the presence of 
a small amount of dark brown and somewhat watery vaginal 
discharge, and, on rectal examination, the enlargement of the 
uterus to the size of an eleven weeks’ pregnancy. The uterus was 
tense, lay between anterior and middle position, and the ovaries 
were normal. Acute enteritis of an unknown type and threatened 
miscarriage of an eleven weeks’ pregnancy were suggested. 

Because of the obvious signs of acute enteritis, the severe 
malaise, and the fact that one of us, the examiner (C. S. S.), had 
started to write this paper and had typhoid in mind, a Widal test 
and stool cultures were ordered, and complete bed rest and isola- 
tion were prescribed for the patient. 


The results of the Widal reaction were obtained on May 26, 
the O antibody was positive 1:320 and the H antibody positive 
1:80. Agglutinations for paratyphoid A and B and for brucellosis 
were negative. The taking of blood for culture had also been 
intended, but, by error, was omitted at this time. Stool cultures 
were negative for typhoid bacilli. It was judged that the patient 
had typhoid, and chloramphenicol therapy was begun on the 
afternoon of May 26. She received 1 gm. during the first two 
hours; 0.5 gm. was then given four times that day. The following 
day her temperature was 98.2 F. and the pulse rate was 72. She 
no longer had headache or malaise, and the abdominal cramps 
had ceased. On May 28 and 29 she remained symptom free, but 
had one temperature reading of 100 F. From then on her tem- 
perature and course were entirely normal, and she had no further 
vaginal bleeding. 

On June 4 the patient was transferred to the communicable 
disease division of Herman Kiefer Hospital, where her chlor- 
amphenicol therapy was continued. The Widal test was repeated; 
the reaction with the O antibody was negative, but that with the 
H antibody was positive in a dilution of 1:640. Other agglutina- 
tion tests were negative. She had no uterine cramps or vaginal 
bleeding and was discharged to her home on June 6. She received 
chloramphenicol for 12 days, a total dose of 25 gm. She re- 
mained well at home until June 18, when she again had some 
slight vaginal bleeding and also some lower mid-line abdominal 
cramps. She was put to bed, but the following day miscarried 
a relatively small and collapsed ovisac containing a markedly 
macerated and amorphous fetus measuring about 2.5 cm. in 
length. The ovisac was complete and curettage was not per- 
formed. Following this she had an uneventful recovery. 


COMMENT 

These two cases demonstrate not only the efficacy of 
chloramphenicoi in the treatment of typhoid, but also 
the possibility of saving the fetus when the drug is given 
in proper dosage and begun early enough in the course 
of the disease in a pregnant woman. The first patient 
received adequate dosage, and the fetus continued on 
through the pregnancy. All studies made on it follow- 
ing delivery were negative for typhoid. We cannot know 
whether it ever did develop intrauterine typhoid but, 
since it was entirely normal at and following delivery and 
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since chloramphenicol therapy was commenced on the 
12th day of the patient’s illness, it is probable that the 
fetus had not yet contracted this disease at the time 
chemotherapy was begun. 

The second patient began to receive chloramphenicol 
on the fourth day of her disease, but, in retrospect, it is 
believed that she was not given an adequate daily dosage 
of this drug. She should have received 4 gm. instead of 
2 gm. daily. Even this dosage, however, probably would 
not have permitted the fetus to survive, since we have 
long known of the relatively great frequency of fetal 
death during the first trimester of pregnancy in women 
who have a systemic infectious disease. In this case the 
extreme maceration of the fetus and its relatively small 
size probably indicate that it died in the first few days 
of the disease, and the effect of the chloramphenicol 
had probably come too late to save it. Furthermore, the 
signs of threatened miscarriage and the onset of typhoid 
occurred simultaneously, and we cannot be certain that 


fetal death in utero in this case occurred as a direct result. 


of the typhoid. 
CONCLUSIONS 

Typhoid during pregnancy, although very rare, when 
not treated with a specific chemotherapeutic agent can 
result in fetal loss in 60 to 80% of cases, and the ma- 
ternal mortality may run as high as 15%. 

Chloramphenicol has proved to be a most efficacious 
chemotherapeutic agent in the immediate treatment of 
typhoid and has resulted in a marked lowering of the 
mortality rate of this disease. 

It has been demonstrated, in pregnant women at term, 
that chloramphenicol passes from the maternal to the 
fetal blood stream in one hour following its ingestion, 
that it there attains a concentration equal to three-fourths 
of that in the maternal stream, and that the blood concen- 
trations of mother and fetus are relatively the same after 
two and one-half hours. 

Two cases of typhoid in pregnancy, in which chloram- 
phenicol therapy was utilized, are presented, and the 
results are considered to be quite satisfactory. 

It is believed that the proper dosage of chlorampheni- 
col, in treating such cases, should be a minimum of 4 gm. 
daily over a period of 12 days. 


1512 St. Antoine St. 


Fetal Malformation.— Whilst the genetics of some rare deformi- 
ties are clear, the most common conditions are difficult to 
attribute to unique causes. Many types of adverse circumstances, 
genetical or environmental acting either separately or in col- 
laboration, are implicated. At the critical stages of embryonic 
development during the first two to three months, similar patho- 
logical reactions leading to malformation may be induced by 
quite diverse causes. The present state of knowledge is very 
incomplete but advances are now rapidly being made. The fact 
that the causes of fetal malformations are multiple and that so 
many environmental causative influences are being detected, is 
leading to a much more promising view of the possibilities of 
prevention than was entertained some years ago, when almost 
all congenital defects were believed to be due to inexorable 
heredity.—L. S. Penrose, M.D., Heredity and Environment in 
the Causation of Fetal Malformation, The Practitioner, May, 
1951. 
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NATURE OF WATERHOUSE-FRIDERICHSEN SYNDROME 


REPORT OF CASE WITH SUCCESSFUL TREATMENT WITH CORTISONE 


Jack Nelson, M.D. 


and 


Norman Goldstein, M.D., New York 


The Waterhouse-Friderichsen syndrome has long 
been notable among infectious diseases for having a 
fundamentally twofold character: an acute infection 
together with profound circulatory collapse. It is the 
conjunction of these two factors that has given the syn- 
drome an intensity and a rapidity of progression un- 
paralleled among bacterial diseases. “No other infection 
slays so quickly,” said Herrick.' And Martland,’ report- 
ing from his experience as a medical examiner, was able 
to collect 19 cases which had been referred to his office 
after sudden, unexplained, and sometimes suspicious 
death in children and young adults. Many of these pa- 
tients were found dead in their beds; others died on ar- 
rival or within a few hours after arrival at the hospital. 
Not only was death swift; it was also certain. In 1938 
Christian,’ long a close student of this disease, wrote that 
all known cases had been fatal, generally in less than 
24 hours. 

However, shortly thereafter, with the advent first of 
the sulfonamides and then penicillin, cases of Water- 
house-Friderichsen syndrome ending in recovery began 
to be observed. The first of these was the one reported 
by Carey * in 1940. From that time until the present 
there have appeared occasional instances of cure. Never- 
theless, it has remained evident, both from the relative 
scarcity of cases with recovery and from the experience 
of one of us (J. N.), that the Waterhouse-Friderichsen 
syndrome has continued to be a serious condition with 
a grave outlook. Surely it has not shared in the remark- 
able improvement of prognosis exhibited by meningo- 
coccic infections in general during this period, which has 
witnessed rates of recovery ranging from 95 * to 98.5%.° 

There is little doubt that the reason for this disparity 
lies in the fact that together with the severe, sometimes 
fulminating, infection there exists a most profound circu- 
latory collapse. Indeed, one might almost say that these 
patients would recover routinely, as do the others with 
meningococcic infection, if they could be kept alive 
through the phase of shock. Toward this end have been 
employed such nonspecific measures as infusion of saline 
solutions, plasma, and blood, and the presumably more 
specific therapy of adrenal replacement. 

With regard to the former there is general agreement 
that neither infusions nor transfusions are of much avail. 
The investigations of Ebert and Stead‘ into the nature 
of collapse in bacterial infections have shown that it is 
not of the same character as the shock following hemor- 
rhage or trauma; it is not related to hemoconcentration, 
nor does it result from diminution of venous return to 
the heart. Neither is aid from such measures to be ex- 
pected therefore, nor has it been obtained by those who 
have used them.* Although adrenal cortex substances, 
which have heretofore been available in the form of 
desoxycorticosterone and aqueous extract of the adrenal 
cortex, have seen sporadic use during the past decade, it 


has been difficult to determine whether and to what extent 
they have aided in treatment. Their employment in com- 
bination with antibacterial agents has resulted in pro- 
longation of life and sometimes in recovery; however, 
their effect has been far from striking and has been 
considered by many to be negligible. They have been 
administered, of course, as replacement therapy, but 
their physiological scope is limited, and it may be ques- 
tioned whether they do indeed constitute adequate re- 
placement. Beyond this, many have raised the larger 
question whether adrenal insufficiency plays any signif- 
icant part in the clinical picture. 


NATURE OF THE CONDITION 

The Waterhouse-Friderichsen syndrome has retained 
its eponymic designation largely because various investi- 
gators have differed regarding both its pathology and its 
pathogenesis. It is caused by meningococcic invasion in 
almost all cases, although other organisms such as 
staphylococci, streptococci, and pneumococci occa- 
sionally have been found responsible.’ It has an incidence 
of from 2 to 4% of the cases of meningococcic infec- 
tion,'® with a considerable predilection for children; 
Lindsey '! reported that in 90% of the known cases the 
syndrome occurred in children under the age of 9 years. 

Clinical Picture.—This is remarkable for the intensity 
and the rapidity of progression of which we have spoken. 
The invasive phase resembles that of many acute infec- 
tions, with fever, malaise, headache with generalized 
aching, sometimes accompanied with vomiting or chills; 
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these often elicit a diagnosis of grip. Then, in a matter 
of four to 12 hr., there appear a massive and widespread 
hemorrhagic rash and severe toxicity, often with an 
abrupt rise of temperature to higher levels and some- 


times convulsions. There follows, almost under the eyes. 


of the observer, a profound collapse which features, in 
addition to the signs of hypotension, a striking cyanosis 
with lividity of the dependent parts which is almost 
deathlike. Irreversible shock with coma follows hard 
upon this, with death itself occurring usually within 24 
hr. after onset of the illness. Signs of meningitis may be 
present, but usually they are not pronounced and may 
even be entirely absent, chiefly for the reason that the 
syndrome evolves so rapidly. 

Though it has not been possible to make more than 
sporadic investigation of the chemical alterations in the 
blood, certain facts are evident. Azotemia occurs in 
almost all cases, presumably in consequence of the com- 
bined impact of dehydration and collapse on renal 
function. Marangoni and D’Agati**? have reported two 
cases with the renal findings of lower-nephron nephrosis. 
Hypoglycemia regularly is encountered '* and has been 
considered a specific consequence of adrenal cortex 
damage. It is interesting to observe, however, that the 
serum electrolytes, which have been the object of most 
attention, undergo relatively little alteration. Although 
some cases exhibit the diminution of sodium and chloride 
and the elevation of potassium, which are characteristic 
of lack of adrenal cortex function, numerous observers 
have found these constituents to be either normal or 
little changed therefrom.** 

Pathological Examination.—The body as a whole 
bears evidence of a brief, severe infection, frequently 
with the additional changes resulting from a state of 
shock. There are acute passive congestion of the lungs, 
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toxic degeneration with cloudy swelling of the liver, 
kidneys, and often the myocardium, and acute splenic 
tumor; further, there may be incipient inflammation of 
the meninges. More marked than in most infections is 
the considerable engorgement of the smallest vessels 
throughout the body. This is doubtless responsible, at 
least in part, for that remarkable shifting cyanosis which 
may even precede the appearance of shock. Further, it 
is likely related to the occurrence of hemorrhages which 
are so characteristic of meningococcic infection, these 
being found as multitudinous small purpuric areas not 
only in the skin but throughout the parenchymatous 
organs and on the serosal surfaces. Hill and Kinney,'® 
in a careful pathological study of such skin lesions, have 
demonstrated that the dilatation, chiefly of the capillaries 
but also in some degree of the arterioles and venules, is 
followed by swelling and breakdown of the endothelium 
and by large numbers of platelet thrombi. The ischemic 
necrosis of the subserved areas leads to hemorrhage into 
the perivascular spaces. The additional possibility is 
considered by these authors that a secondary thrombo- 
penia incident to the aggregation of platelets into thrombi 
may contribute its share to the hemorrhagic tendency. 
Alternatively, bacterial embolization to the small vessels 
may initiate a similar sequence. It should be noted, how- 
ever, that the hemorrhagic lesions, except possibly in the 
rare instances of gross bleeding into the intestine, pleura, 
or subdural space,’* are not of such magnitude as to be 
capable of causing vascular collapse through the mech- 
anism of blood loss. 


Pathologic Changes in the Adrenals.—The agreement 
regarding these foregoing clinical and pathological 
features, however, does not obtain with respect to the 
adrenal glands; for there has arisen considerable differ- 
ence of opinion among various investigators regarding 
the pathological changes to be found in the adrenal 
cortex and their role in the production of the clinical 
syndrome. In the early reports before the turn of the 
century, Voelcker,'’ Battin,'** and Garrod and Drys- 
dale,'® described the occurrence of gross adrenal hemor- 
rhage sufficient to destroy the entire gland and to convert 
it into a mass of blood. In 1901 Little *° construed a rela- 
tion between this pathologic change and the occurrence 
of collapse, although he speculated on the adrenal 
medulla in this regard. As the functions of the different 
parts of the gland became increasingly defined, interest 
centered on the cortex, but the relation between the 
adrenal pathology and the shock continued to be asserted. 
By 1936 Aegerter *! was able to collect 55 cases of the 
Waterhouse-Friderichsen syndrome, with gross hemor- 
rhage into both adrenals in 51 cases and into one adrenal 
in three cases. 

However, in 1942 Williams ** reported that of 17 
cases of the syndrome adrenal hemorrhage was found in 
only nine. Martland,? Thomas and Leiphart,** Schwarz,?' 
and Daniels,’ the last-named on the basis of experience 
similar to that of Williams, have expressed the belief 
that the clinical evolution of the Waterhouse-Friderich- 
sen syndrome results from the fulminating sepsis, that 
adrenal hemorrhage is not an invariable concomitant, 
and that when it does occur it is incidental to the total 
pattern. 
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It remained for Rich and others *° to bridge the differ- 
ence between these points of view by a more intimate 
study of the pathological changes than had been made 
previously. On gross observation his experience paral- 
leled that of Williams, for, notwithstanding the regular 
occurrence of adrenal hemorrhage among infants, most 
adults dying of the disease had either no hemorrhage or 
but insignificant petechial bleeding. However, micro- 
scopic examination revealed a remarkable type of 
damage which he termed “tubular change,” an alteration 
which appears to be but one aspect of the severe degen- 
eration of the adrenal cortex which is uniformly found 
in those instances in which hemorrhage has not oblit- 
erated all evidence. This degeneration is apparently 
related to the fulminating nature of the process, being 
more marked in this than in other infections. Moreover, 
it does not result from vascular collapse, inasmuch as it 
is not to be found after shock following blood loss or 
trauma. Beginning in the fasciculus but proceeding to 
neighboring zones, the pyknotic degeneration and loss 
of substance of the cell cords opens them to dissection 
by hemic elements and to conversion into tubular struc- 
tures filled with blood cells and fibrin. Together with 
this there is a shrinkage of the cords away from the 
perivascular spaces, with ensuing loss of support for the 
blood vessels. These changes, in themselves indicative 
of cellular damage of such degree as seriously to impair 
the functioning of the adrenal cortex, occur in the con- 
text of the vascular dilatation and capillary damage al- 
ready described. With the adrenal cortex the site of so rich 
a blood supply, it is clearly a short step to hemorrhage 
into and about the cell cords and, indeed, to gross bleed- 
ing, which inundates the organ and destroys it com- 
pletely. It becomes, evident, then, that the pathological 
change may be viewed as a process advancing from 
cellular degeneration toward obliterating hemorrhage, 
or as stopping at any point along the way. 

Pathogenesis.—These considerations may permit a 
better understanding of the Waterhouse-Friderichsen 
syndrome and help reconcile the diverse opinions which 
exist regarding its pathogenesis. Those who have doubted 
any specific relation of adrenal damage to the clinical 
picture have been impelled to this view not only by the 
finding, already discussed, that gross hemorrhage is 
often lacking but also by the observation that collapse 
supervenes with great rapidity and in the face of main- 
tained electrolyte levels in the blood serum. It clearly 
would appear necessary to examine these questions not 
in terms of hemorrhagic destruction but in those of 
adrenal function in relation to the changing needs of 
the body. 

Dogs subjected to adrenalectomy *° display anorexia 
followed by vomiting and diarrhea; their initial listless- 
ness gives way to weakness, hypotension, coma, and 
finally death in a state of shock. This deterioration takes 
place relatively slowly, and the animals survive about 
seven days. Unlike the removal of the adrenal gland in 
an otherwise normal animal, however, it is evident that 
in the Waterhouse-Friderichsen syndrome the exhaus- 
tion of the adrenal cortex occurs in the full tide of a 
severe infection and as a result of the stress imposed by 
that infection. Zwemer *’ has shown that the cells of the 
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adrenal cortex, especially in the outer fasciculate and 
glomerular zones, contain lipid globules; these have 
been closely identified with the stored hormone.** Sara- 
son *° and others *° have pointed out that both in experi- 
mental animals under metabolic stress and in persons 
with serious infection there occurs a pronounced diminu- 
tion of the lipid deposits which, in cases of fatal infection, 
may be completely exhausted.*! That this loss of lipid 
substance is not merely a toxic effect of stress but indeed 
truly represents the increased utilization of the hormone 
by the body under stress is revealed by the study of Thorn 
and associates.** They showed that in patients under 
treatment with desoxycorticosterone for Addison’s dis- 
ease the advent of infection necessitated the administra- 
tion of increased amounts of the hormone. It is also 
revealed by Shipley’s finding of increased urinary cortin 
after infection or injury.** Under conditions of stress the 
stored hormone enters the circulation and the cells 
degenerate from their normal globular condition to a 
granular or homogeneous one. Selye *°” and Zamcheck ** 
have demonstrated that under marked stress this degen- 
eration may take the form of widespread cytolysis leading 
to the “luminal” or “tubular” change of Rich. Thus, the 
available store and the source of further supply of the 
cortical hormone are abolished, and the gland suffers 
physiological ablation precisely when the need for its 
product is greatest. It is this crisis which precipitates the 
collapse in all its speed and severity. 

The relative maintenance of electrolyte levels, to 
which allusion has already been made, constitutes a most 
interesting finding in the face of the presumed cortical 
deficiency. It has been conjectured that the very rapidity 
with which the syndrome advances may preclude altera- 
tion in the electrolyte balance of the serum on a large 
scale. It appears likely, however, that other factors may 
be at work in addition. Both febrile dehydration and 
shock, with its alterations of renal function, serve to con- 
centrate the constituents of the blood. Hence, the mainte- 
nance of electrolytes must be understood in relation to 
the several, and in some cases mutually contradictory, 
factors which help determine the resultant levels. Thorn,*° 


25. (a) Rich, A. R.: A Peculiar Type of Adrenal Cortical Damage 
Associated with Acute Infections, and Its Possible Relation to Circulatory 
Collapse, Bull. Johns Hopkins Hosp. 74:1, 1944. (+) Loucadou, in Selye, 
H., and Stone, H.: On the Experimental Morphology of the Adrenal 
Cortex, Springfield, I11., Charles C Thomas, Publisher, 1950. 

26. Rogoff, J. M., and Stewart, G. N.: Studies on Adrenal Insufficiency 
in Dogs, Am. J. Physiol. 78: 711, 1926. 

27. Zwemer, R. L.: A Study of Adrenal Cortex Morphology, Am. J. 
Path. 12: 107, 1936. 

28. Bennett, H. S.: Life History and Secretion of the Cells of the 
Adrenal Cortex of the Cat, Am. J. Anat. 67: 151, 1940. 

29. (a) Sarason, E. L.: Morphologic Changes in the Rat’s Adrenal Cor- 
tex Under Various Experimental Conditions, Arch. Path. 35: 373 (March) 
1943. (b) Sarason, E. L.: Adrenal Cortex in Systemic Disease: Morphologic 
Study, Arch. Int. Med. 71: 702 (May) 1943. 

30. (a) Dosne, C., and Dalton, A. J.: Changes in the Lipoid Content of 
the Adrenal Gland of the Rat Under Conditions of Activity and Rest, 
Anat. Rec. 80: 211, 1941. (5) Selye, H., and Stone, H.: On the Experi- 
mental Morphology of the Adrenal Cortex, Springfield, Ill., Charles C 
Thomas, Publisher, 1950. 

31. Nieburg, H. E.: Hormones in Clinical Practice, New York, Paul B. 
Hoeber, Inc., 1950. 

32. Thorn, G. W.; Dorrance, S. S., and Day, E.: Addison’s Disease: 
Evaluation of Synthetic Desoxycorticosterone Acetate Therapy in 158 
Patients, Ann. Int. Med. 16: 1053, 942 

33. Shipley, R. A.; Dorfman, R. I.; Buchwald, E., and Ross, E.: The 
Effect of Infection and Trauma on the Excretion of Urinary Cortin, J, 
Clin. Investigation 25: 673, 1946. 

34. Zamcheck, N.: The Normal Human Adrenal Cortex and Its Re- 
sponse to Acute Diseases, Am. J. Path. 23: 877, 1947. 

35. Thorn, G. W.: The Diagnosis and Treatment of Adrenal In- 
sufficiency, Springfield, Ill., Charles C Thomas, Publisher, 1949. 


146 
51 


1196 USE OF CORTISONE—NELSON AND GOLDSTEIN 


writing of acute adrenal insufficiency precipitated in 
patients with potential insufficiency by the stress of sur- 
gery or trauma, adds: 


Under these circumstances, operation may easily precipitate an 
acute adrenal crisis. Signs and symptoms of adrenal failure are 
most likely to develop twelve to forty-eight hours post-oper- 
atively. . . . The striking dehydration [i. e. of adrenal origin] 
and alteration of serum electrolytes so characteristically seen in 
chronic adrenal insufficiency may not be present in these acute 
cases. 


In the light of these considerations the following case 
of Waterhouse-Friderichsen syndrome is presented. It 
is the first, to our knowledge, in which cortisone has been 
used. 

REPORT OF CASE 


An 11-yr.-old boy complained one day of nasopharyngitis and 
mild epigastric pain. That evening he awakened from a sound 
sleep with nausea and severe vomiting, and he felt feverish. 
Some six hours later he suffered a generalized convulsion fol- 
lowed by stupor. He was admitted to the Lincoln Hospital on 
the morning of June 19, 1950. 

At the time of admission he appeared a small boy who was 
acutely and severely ill with a temperature of 105.4 F. and the 
facies of shock. His pulse, at a rate of 140 a minute, was thready, 
and the blood pressure, obtained with difficulty, was 70 mm. 
of mercury systolic and 20 diastolic, though the heart sounds 
were of fair quality. He was in stupor and could be roused but 
momentarily by supraorbital pressure. His respiration rate was 
30 a minute, and there was moderate cyanosis of the lips and 
nail beds. The skin and mucous membranes were the site of 
a widespread petechial eruption, and there was a diffuse tonsillo- 
pharyngitis. Neither meningeal nor focal neurologic signs were in 
evidence. 

Lumbar puncture made at the time of admission elicited a 
clear fluid containing 20 mononuclear cells and 21 mg. of protein 
and 76 mg. of sugar per 100 cc.; no organisms were found 
either by smear or on culture. A smear taken from a purpuric 
lesion was likewise negative. However, both blood and throat 
culture revealed Neisseria meningitidis. 

Therapy was promptly instituted in the form of an infusion 
of 5% dextrose in isotonic sodium chloride solution containing 
3 gm. of sulfadiazine sodium together with 5 cc. of adrenal 
cortex extract (eschatin®). An additional 15 cc. of cortex extract 
was administered both intramuscularly and intravenously, and 
penicillin was given intramuscularly every three hours in doses of 
100,000 units of an aqueous solution. 

During the first hospital day the patient’s course was featured 
by the striking increase of the rash, which came to cover the 
entire body in the form of large purpuric lesions, and by the 
persistence of the state of shock. The blood pressure remained 
at 50 mm. of mercury systolic and 20 diastolic, and there was 
almost complete anuria, but 15 cc. of urine being obtained by 
catheter during this time. Administration of sodium sulfadiazine 
therefore was discontinued after a total of 4 gm. had been given. 
Cortical extract was continued in doses of 10 to 15 cc. in every 
12 hr. but apparently was without effect; an infusion of 250 cc. 
of plasma conferred but transient benefit. 

The subsequent administration of additional infusions of dex- 
trose in isotonic sodium chloride solution, two injections of 
ephedrine, and the repeated administration of cortical extract 
were similarly without avail, and the condition of the patient de- 
teriorated steadily during the second hospital day. The state of 
collapse was unrelieved, and anuria was complete, the nonprotein 
nitrogen level being 75 mg. per 100 cc. The sugar content of 
blood taken at this time was at the hypoglycemic level of 40 mg. 
per 100 cc. Toward the middle of this day all medication save 
penicillin was discontinued, and the patient appeared moribund. 

At this time 37.5 mg. of cortisone was administered, to be 
followed at six hour intervals by two additional doses of equal 
size. Within four hours after the initial administration of corti- 
sone the patient exhibited a remarkable degree of improvement. 
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The blood pressure rose to 100 mm. of mercury systolic and 
60 diastolic, the pulse became full and bounding, the color im- 
proved, and the patient excreted 150 cc. of urine. In the 6 hours 
following the blood pressure attained a level of 130/80 and 
subsequently did not fall below 100/70; the pulse rate fell to 
110 a minute and remained full. 

During the third hospital day the patient became alert and 
rational, though with severe pains and hyperesthesia in all the 
extremities. The cerebrospinal fluid at this time contained 31 
mononuclear cells but was normal in other respects. The output 
of urine was normal, and the nonprotein nitrogen level had 
fallen to 48 mg. per 100 cc. An indwelling catheter which had 
been in place since admission was removed, and chloramphenicol 
(chloromycetin®) was administered at the rate of 1.5 gm. a day 
for the prophylaxis of urinary-tract infection. 

In the days that followed the course continued favorable. The 
purpuric rash faded except in those areas on the extremities in 
which local necrosis, followed by sloughing, necessitated local 
treatment, and these cleared in turn. By the seventh hospital day 
the use of penicillin and chloramphenicol was discontinued. And 
on the 14th hospital day, after reexamination of the blood 
showed it to be normal in all respects, the patient was discharged 
as cured. 


COMMENT AND SUMMARY 

We have described the case of a child with fulminat- 
ing meningococcic sepsis complicated by profound col- 
lapse, anuria, and hypoglycemia (the syndrome described 
by Waterhouse and Friderichsen). After the administra- 
tion of dextrose in isotonic sodium chloride solution, 
plasma, and adrenal cortex extract had proved unavail- 
ing, the administration of cortisone was followed by 
dramatic recovery from the state of shock. This observa- 
tion supports the hypothesis held by many, yet recently 
called into question, that adrenal damage plays a central 
role, together with acute sepsis, in the determination of 
the clinical picture of the syndrome. 

Beyond this, the observation touches on the larger, 
vital questions concerning the nature of infectious stress 
and of the collapse which may attend it. Some evidence 
has been presented and more is at hand to show the 
impact of infection on the adrenal glands, and it is sug- 
gested that their exhaustion and the breakdown of their 
function may have a critical part in the outcome of severe 
or uncontrolled infections. The recent work of Finland *° 
is of interest in this regard. 

The nature of shock in these conditions appears to be 
different from that following trauma, hemorrhage, or 
even slowly developing adrenal insufficiency. It is not 
related simply to the diminution of blood volume. 
Neither has sufficient electrolyte imbalance been found 
in these cases, nor have blood, plasma, or salt solutions 
conferred significant benefit. Desoxycorticosterone, effec- 
tive in the control of electrolyte distribution, has been 
of doubtful value and adrenal cortex extract of limited 
effect. 

In the light of these considerations, it appears that 
when shock occurs in infectious diseases it may come 
about by a different mode of pathogenesis, possibly 
related to the profound effects of the 11, 17-oxysteroids 
on the surface of tissue cells and on the permeability of 
their membranes. The recent advances in our under- 
standing of adrenal cortex physiology, culminating in 
the discovery of cortisone and its application to clinical 
medicine, introduce new elements into the situation, and 
it may now become possible both to elucidate the funda- 
mental nature of these cases and vastly to improve their 
outcome. 
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ADDENDUM 


Since the foregoing report was submitted for publi- 
cation, one of us (J. N.) saw another case of the Water- 
house-Friderichsen syndrome successfully treated with 
cortisone (From the Medical Service, Dr. B. Pasquarelli, 
director, Fordham Hospital). 

On Jan. 28, 1951, a 28 year old woman was admitted 
to the hospital with a one-day history of pain in the neck 
and back, vomiting, and increasing confusion. She was 
febrile and delirious. The neck was moderately stiff. The 
blood pressure was 130/70. The pulse rate was 110 a 
minute. Lumbar puncture revealed the spinal fluid to be 
under increased pressure with polymorphonuclear pleo- 
cytosis and gram-negative cocci which proved to be Neis- 
seria meningitidis. 

An infusion of isotonic sodium chloride, containing 
4 gm. of sulfadiazine sodium, was given. In addition, one 
million units of penicillin was administered intravenously 
and intramuscularly, and 1 gm. of streptomycin was in- 
jected intramuscularly, as was 2 cc. of adrenal cortex ex- 
tract (eschatin®). Further therapy consisted of 600,000 
units of penicillin every three hours, 0.1 gm. of sulfadi- 
azine every four hours, 2 cc. of adrenal cortex extract 
every six hours, and 0.5 gm. of streptomycin every 12 
hours; later, the streptomycin was replaced by 100 mg. 
of aureomycin every six hours. 
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During the 24 hours following her admission, the pa- 
tient’s condition grew worse: signs of meningeal infection 
increased, the rash spread and assumed a universal, pur- 
puric character, and the blood pressure declined to 
80/50. The patient became comatose, was in collapse, 
and appeared moribund. 

At this point, cortisone therapy was instituted, 100 mg. 
being administered intramuscularly every six hours. The 
patient began to exhibit a favorable response within a 
few hours and then improved steadily. The state of shock 
receded. The coma lessened. During the subsequent 12 
to 18 hours of the second hospital day, the pulse became 
stronger and the blood pressure rose to 100/75. 

On the third hospital day, the patient was oriented and 
reasonably alert. The blood pressure was maintained at 
normal levels. The rash began to fade. The urea-nitrogen 
level in the blood was 15 mg. per 100 cc. and the sugar 
140 mg. per 100 cc. Many polymorphonuclear cells were 
still to be found in the cerebrospinal fluid, and its protein 
level was 360 mg. per 100 cc.; but the sugar was 58 mg. 
per 100 cc., and the fluid was sterile. 

The administration of cortisone was discontinued 
when a total of 500 mg. had been given. The subsequent 
course was uneventful; after 10 days, the patient was dis- 
charged as cured. 


535 Park Ave. (Dr. Nelson). 


THE DETECTION 


OF PELVIC CANCER 


Howard W. Jones Jr., M.D., Baltimore 


Cancer of the genital organs accounted for 24.2% of 
all deaths due to cancer in females in 1947 in the United 
States.: The uterus is by far the most frequent site, 
uterine cancer accounting for 18.1% of the deaths. If 
cervical cancer accounts for approximately 80% of all 
uterine cancer, the deaths from cervical cancer alone 
may be estimated to make up about 14% of all deaths 
due to cancer in females. This is important when one 
considers that Stage I cancer of the cervix (as classified 
according to international agreement adopted at the 
International and Fourth American Congress on Obstet- 
rics and Gynecology, New York, May, 1950) can be 
cured in 80% of all patients and international Stage 0 
cancer in approximately 100%; yet the general survival 
rate from carcinoma of the cervix is in the neighborhood 
of 30%, because of a preponderance of advanced cases. 

For many years, but with recently renewed vigor, 
organized effort has been made to educate the public 
and the profession in the early symptoms, diagnosis, and 
therapy of cancer. It seems reasonable that efforts in this 
field should be sustained by the American Cancer So- 
ciety. It must be realized, however, that complete 
education of the public and profession would probably 
not result in discovery of all pelvic carcinomas in an 
early stage, for the biological behavior of the disease in 
many instances results in its insidious development. At 
the Cardiff Royal Infirmary, Cardiff, Wales, for example, 
more than one-half of all women seen within three 
months of the first symptom were classified as having 
Stage III or IV carcinoma of the cervix.” For this reason 


a periodic pelvic examination has been suggested as a 
means of diagnosing asymptomatic pelvic cancer. It is 
not the purpose of this paper to contrast the result of 
public and professional education with the value of 
periodic pelvic examination of asymptomatic women, but 
rather to assess the value of the latter in statistical terms 
and to comment on the adequacy of new and old pro- 
cedure in the detection of asymptomatic pelvic cancer. 


MATERIAL AND METHODS 


The statistics are taken from results of 8,955 examinations of 
women in detection centers in Maryland that were sponsored by 
the Maryland Division of the American Cancer Society. These 
women were given a general examination, but only the pelvic 
findings are reported herein. The examinees were considered to 
be well. There is opportunity for debate on this point, as the 
line between illness and health is not sharp. Women with gross 
complaints were eliminated, and those admitted considered 
themselves well. However, in many instances expert questioning 
often revealed symptoms of pelvic disorders. 

Although these were detection-center examinations, there is no 
reason to believe that the yield of abnormal findings would be 
less if adequate routine pelvic examinations were done on 


Read before the Section on Obstetrics and Gynecology at the Ninety- 
Ninth Annual Session of the American Medical Association, San Fran- 
cisco, June 29, 1950. 

Gynecologists currently serving on the staff of one or more cancer- 
detection centers in Baltimore are Dr. C. Bernard Brack, Dr. Ernest I. 
Cornbrooks Jr., Dr. William K. Diehl, Dr. Everett S. Diggs, Dr. Gerald 
A. Galvin, Dr. Theodore Kardash, Dr. Edward H. Richardson Jr., Dr. 
Stuart Rizika, and Dr. J. Donald Woodruff. 

1. Vital Statistics of the United States, Federal Security Agency, 
United States Public Health Service, Office of Vital Statistics, 1947, Pt. II. 

2. Maliphant, R. G.: Cancer of Cervix Uteri: Results of Treatment 
with Radium, J. Obst. & Gynaec. Brit. Emp. 54: 155, 1947. 
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patients who present themselves in physicians’ offices with com- 
plaints referable to other parts of the body. 

The pelvic portion of the examination consisted of history, 
inspection of the external genitalia, bimanual palpation, specu- 
lum examination of the cervix and vagina, biopsy of any avail- 
able lesion, and cytological examination of material from the 
cervix and posterior fornix in about the last one-half of the series. 
A wooden spatula was used for the smear. The examinations 
were done between Nov. 1, 1946, and Feb. 28, 1950. 

In order to assess the value of a detection examination and in 
order to determine the supplementary yield of cancer diagnosis 
from additional procedures recommended on the detection exam- 
ination, an attempt has been made to follow a sample of the 
examinees. Of 10,111 male and female examinees 5,353 were 
followed. This included about one-half of the 8,955 female 
examinees reported on herein. Well examinees were followed six 


TABLE 1.—Detection-Center Diagnosis 


No. (No.)* % 


No pelvic 6,511 (0) 72.7 
Major pelvic disease................005- 446 (190) 5.0 
Minor pelvic disease.................005- 1,981 (657) 22.1 


* Numbers in parentheses indicate examinees with multiple findings. 


TABLE 2.—A bnormal Conditions Noted in the 2,444 Examinees 
with Pelvic Disorders 


Ex- 

ternal 

Geni- 

talia Vagina Cervix Fundus Adnexa 
(Cancer diagnosed later... .. 4 2 
Leucoplakia .............. 41 
Retroposition ............ 240 
Menometrorrhagia ....... ee 277 
Adnexal mass ............ bea 109 
Miscellaneous ............ 72 450 106 95 146 


TABLE 3.—Therapeutic Procedures Recommended at 
Detection Examination 


Diagnosis No. Therapy Recommended No. 
Cervical CaMmcer 17. Appropriate procedures ........ 17 
Myoma and adnexal masses... 408 169 
Menometrorrhagia ............. 277 ~=Ss Dilation and curettage......... 261 
1,633 Appropriate procedures ........ 1,269 


months after examination and those with abnormalities two 
months after examination. Sixty-two per cent of all examinees 
were successfully contacted by mail. In presenting the findings, 
a distinction has been made between the diagnoses on the detec- 
tion examination per se and the supplementary diagnoses made 
by means of procedures carried out by the examinees’ physi- 
cians. The latter group was revealed by the follow-up study and 
is, therefore, incomplete. 

As will be indicated below, the follow-up also served to point 
out the limitations of the detection examination. 


RESULTS 


General.—Of the 8,955 examinees, 2,444, or 27.3%, 
were noted to have at least one positive abnormal finding 
in the pelvic. The examinees are classified in Table | as 
having cancer, major benign pelvic condition, minor 
benign pelvic condition, or no pelvic abnormality. A 
major benign pelvic condition implies a possible indica- 
tion for a laparotomy or major vaginal procedure, while 
a minor benign condition implies a possible indication 
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for a dilation and curettage, cauterization of the cervix, 
an Office procedure, or the like. 

Table 2 shows the abnormal conditions in the 2,444 
persons with positive pelvic findings. The total abnor- 
malities are greater than the number of patients, as 35% 
of those with positive pelvic signs had more than one 
abnormality. It should be noted that in this table the 
mere presence of an abnormality is not an accurate indi- 
cation of its importance. The therapeutic or diagnostic 
procedures advised are a more accurate indication of a 
lesion’s importance, and these are shown in Table 3. If 
no therapy was recommended for a disorder, the patient’s 
general condition was such that treatment was not war- 
ranted (30 instances), the lesion was considered to be 
inconsequential, or active therapy was not indicated, as 
for an asymptomatic myoma. 

External Genitalia.—In the United States there were 
430 deaths due to vulvar carcinoma in 1947.' This death 
rate of 0.6 per 100,000 for all ages ranks next to that 
for vaginal carcinoma in infrequency. 

No carcinoma of the vulva was found among the 
examinees. 

The 41 examinees with leucoplakia of the vulva 
represent an important by-product of the examination 


INSPECTION 


CANCERS 


FINAL DIAGNOSIS 
Value of inspection in diagnosis of cervical cancer. 


| 8934 NON CANCER 


as potential carcinoma patients. No important lesion of 
the vulva was uncovered in the followed group. 

Cervix.—Twenty-one examinees were noted to have 
cervical carcinomas. The condition of 17 of these was 
conclusively diagnosed at the detection center. In the 
remaining four cases conclusive diagnoses were made by 
the examinees’ private physicians as a result of proce- 
dures suggested by the detection center examiners. 

There were two International Stage III, three Stage II, 
12 Stage I, and four Stage 0 lesions. 

The discovery of two Stage III lesions in asymptomatic 
women serves to emphasize the importance of periodic 
pelvic examinations, as well as the complexity of the 
problem of public education. 

All were epidermoid carcinomas except one Stage I 
adenocarcinoma. 

The examiner expressed a clinical suspicion of carci- 
noma in only 10 of the 21 cases of proved cervical 
cancer. Carcinoma was not seriously suspected in the 
remaining 11. In addition to this, there were 17 other 
cases in which the examiner’s note indicated that an early 
carcinoma was suspected, but in which the biopsy speci- 
men showed no abnormality. In short, inspection, 
although important, is an unreliable diagnostic method 
for early carcinoma of the cervix (Figure). When pelvic 
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examinations are made for this purpose, the examiner 
must be prepared to use other diagnostic aids. 

Of special interest has been the frequent use of biopsy 
of the cervix, not as a method of confirming a diagnosis 
that can be made by inspection, but as an active aid in 
the diagnosis of early cancer of the cervix. Of the 8,955 
examinees, 3,819, or 43%, had a biopsy. Some of these 
specimens were taken in one center where a biopsy of 
the cervix is a routine clinical research procedure. 

It can probably be said that in our series no carcinoma 
has been found in a cervix that could be considered ab- 
solutely normal in every respect, although many have 
been discovered in cervixes with minimal abnormalities. 
Table 4 shows the results of biopsy. Follow-up of pa- 
tients with basal-cell hyperplasia is most important. 

The publication by Papanicolaou and Traut * in 1943 
of their monograph on the diagnosis of uterine cancer by 
the vaginal smear has resulted in widespread use of and 
interest in this method of diagnosis. It has now been es- 
tablished as an accurate and useful diagnostic tool. 
According to Papanicolaou,‘ a staff consisting of two 
technicians, a secretary, and a pathologist is ideal for the 
examination of slides from 25 patients per day. It, there- 
fore, becomes necessary to inquire whether a smear study 


TABLE 4.—Results of Biopsy (Detection-Center Specimen) 


% with Biopsy, 
es 


Number Cervix 
Basal-cell hyperplasia............. 16 0.4 
52 14 
8,955 


will lead to the diagnosis of a substantial number of 
carcinomas that would be missed by standard diagnostic 
methods, including biopsy. 

Of the 21 persons with proved carcinomas of the cer- 
vix, only nine had a cervical and vaginal smear. Of these, 
one had Class II, five had Class III, and only three had 
Class IV smears. 

Of the women with benign or normal cervical condi- 
tions, 4,138 had cervical and vaginal smears. Of these, 
3,922 had Class I or II, 88 had Class III, and six had 
Class IV smears (Table 5). 

All women with Class III and IV smears have had at 
least one negative biopsy specimen. Ten of these have 
had negative dilation and curettage. It is only fair to say 
that there may be a yet unproved carcinoma among the 
102 with Class III and IV smears. Further follow-up of 
this group is most important. 

Table 6 attempts to correlate the smear findings with 
the biopsy results. 

Although the literature contains reports of patients 
with positive smears and negative biopsy specimens in 
whom a diagnosis of cancer was subsequently made, 
there has not been such a patient in this series. 

Of special interest were the clues that led to the diag- 
nosis of the four carcinomas in the examinees who had 
further procedures by their private physicians. Two of 
these examinees were seen early in the detection-center 
experience and presented menorrhagia, as well as ab- 
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normal cervixes. Biopsies and curettages were recom- 
mended and carried out by the private physician in each 
instance. At present each of these would doubtless have 
had both a smear study and a biopsy at the detection ex- 
amination. The third patient had a cervical polyp re- 
moved at the time a Class III smear was obtained. 


TABLE 5.—Smear Findings (Detection-Center Specimen) 


% Cases 
with 
Class Number Smears 
250 6.0 
9 0.2 
bana Cha 0 0 


Because of the Class III smear, performance of a biopsy, 
which should have been done at the center, was sug- 
gested to the private physician. This was done by the 
examinee’s physician and showed an intraepithelial car- 
cinoma. The fourth patient had a Class II smear and a 
biopsy speciment showing basal-cell hyperplasia. Be- 
cause of this, a repeat smear and biopsy specimen were 
obtained by her private physician. The smear was con- 
sidered unsatisfactory, but the repeat biopsy specimen 
showed unmistakable intraepithelial carcinoma. 

On the basis of experience with the present series, it 
may be said that one carcinoma would have been missed 
if biopsy had been reserved for Class III and higher 
smears. On the other hand, one Class III smear led to the 
biopsy of a cervix that was disregarded at the original 
examination. 

There can be little doubt that the routine use of a 
smear study plus biopsy of abnormal cervixes results in 
the most comprehensive detection examination. How- 
ever, Smears are even now not generally available, and it 
is important to emphasize that in our series the smear 
method has not added statistically to the yield of cervical 
cancer. In short, it might be said that one can be a com- 
petent gynecologist even in the diagnosis of early carci- 
noma of the cervix without the benefit of a cytological 


TABLE 6.—Results of Smear Study Plus Biopsy 
(Detection-Center Specimen) 


Basal Un- 
rei- Cervi- Hyper- 


Results of Biopsy Not Ca satis- 
Taken Normal noma citis. plasia factory Total 


Class of Smear 


Raveheesadusmmaace 141 59 0 49 0 1 250 
2,017 425 0 1,198 8 24 3,672 
Eebsestaciveassakian 27 9 4 50 3 0 93 
1 1 3 4 0 0 9 
cidahsaskhaarek 0 0 0 0 0 0 0 
Not taken.......... 2,890 715 10 4 27 4,809 
Unsatisfactory.... 60 12 0 49 1 0 122 
5,136 17 2,513 16 43 


service, provided there is no hesitancy in taking an 
adequate biopsy specimen of all abnormal-appearing 
cervixes. 

This discussion should not be interpreted as a criti- 
cism of the value of the smear as a dependable tool for 


3. Papanicolaou, G. N., and Traut, H. P.: Diagnosis of Uterine Cancer 
by the Vaginal Smear, New York, Commonwealth Fund, 1943. 
4. Papanicolaou, G.: Personal communication to the author. 
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a single method of screening the population, as used by 
Kraushaar, Bradberry, and Brown,’ or Nieburg and 
Pund,® or as a criticism of its accuracy, which has been 
demonstrated in publications by Isbell, Jewett, Allan, 
and Hertig,’ Scheffey, Rakoff, and Hoffman,* and in 
other studies, including the present report. However, 
when evaluated as an adjunct to the routine methods of 
pelvic examination, it becomes a less important pro- 
cedure. 

In view of the fact that study of a smear will some- 
times reveal a carcinoma undetectable by biopsy, its 
routine use as part of a completely perfect detection ex- 
amination is an ideal situation. It is clear that either a 
smear study or a biopsy of all abnormal cervixes must 
be done in any adequate detection examination. 

It is interesting to note that the number of carcinomas 
of the cervix detected is about twice the expected inci- 
dence. In Table 7 the incidence rate is calculated from 
the data of Sadugar and Palmer.® This may indicate that 
an adequate detection examination will reveal most car- 
cinomas that are destined to become symptomatic within 
the next two years or more. However, the possibility that 
the detection-center population is selected cannot be dis- 
regarded.'° 


TaBie 7.—Cervical-Cancer Expectancy Among 8,955 
Examinees, Based on Data of Sadugar and Palmer ® 


neidence 
No. of Rate Expectancy 
Age Examinees per 100,000 Cases 

ces 1,283 1.2 0.15 
ing 2,654 13.7 3.63 
479 16.1 0.77 
100 8.5 0.09 


That an adequate detection examination implies the 
study of a smear or biopsy is emphasized by the follow- 
up study. One examinee who was considered well had 
clinical carcinoma of the cervix about six months after 
the detection examination. She was seen in the early part 
of the study and had neither a smear nor a biopsy speci- 
men taken. It is possible, but in our opinion not probable, 
that this patient’s condition was not detectable when she 
was seen. 


Carcinoma of the Fundus.—In 1947 the death rate for 
carcinoma of the uterus in the United States was 24.1 
per 100,000.' The incidence rate is obviously higher. 


5. Kraushaar, O. F.; Bradberry, J. T., and Brown, E.: The Vaginal 
Smear in Population Screening for Uterine Carcinoma, Am. J. Obst. & 
Gynec. 58: 447, 1949, 

6. Nieburg, H. E., and Pund, E. R.: Detection of Cancer of the Cervix 
Uteri, J. A. M. A. 142: 221 (Jan. 28) 1950. 

7. Isbell, D. P.; Jewett, J. F.; Allan, M. S., and Hertig, A. T.: A 
Correlation Between Vaginal Smear and Tissue Diagnosis in 1,045 
Operated Gynecologic Cases, Am. J. Obst. & Gynec. 54: 576, 1947. 

8. Scheffey, L. C.; Rakoff, A. E., and Hoffman, J.: An Evaluation of 
the Vaginal Smear Method for the Diagnosis of Uterine Cancer, Am. 
J. Obst. & Gynec. 55: 453, 1948. 

9. Sadugar, M. G., and Palmer, J. P.: Age Incidence of 4,652 Cases 
of Carcinoma of the Cervix, Am. J. Obst. & Gynec. 56: 680, 1948. 

10. Jones, H. W., Jr., and Cameron, W. R.: Case Finding Factors in 
Cancer Detection Centers, J. A. M. A. 135: 964 (Dec. 13) 1947. 

11. Dorn, H. F.: Illness from Cancer in the United States, Pub. Health 
Rep. 59: 33, 1944. 
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Dorn "! gives it as 54 per 100,000. If the ratio of deaths 
due to carcinoma of the fundus to total deaths due to 
uterine cancer is taken as 1 to 5, the incidence rate for 
carcinoma of the fundus must be about 10 in 100,000 
for all ages. This means about 10,000 examinations for 
one fundal carcinoma, or somewhat fewer if the age fac- 
tor is considered. Carcinoma of the fundus is not a de- 
tectable lesion by routine methods. It should be the field 
of greatest usefulness for the vaginal smear. Among the 
8,955 examinees, two cancers of the fundus were found 
by curettage. These patients had a history of menometror- 
rhagia. At that time no smears were being taken. In 10 
other patients dilation and curettage was done because of 
positive smears and negative cervical biopsy specimens, 
but to date no carcinoma of the fundus has been detected 
by this procedure. 

If a smear is to be used as a diagnostic method for 
fundal carcinoma, one must be prepared to examine up 
to 10,000 smears from asymptomatic women for one 
Positive case. 

Ovary.—The ovary is second only to uterus as a site 
for fatal pelvic cancer. In 1947 carcinoma of the ovary 
accounted for 5.2% of all deaths due to cancer in fe- 
males, with a rate of 7.0 per 100,000. Among the 8,955 
examinees, 109 had adnexal masses. Only 16 of these 
are known to have come to operation. The actual figure 
is probably higher, but in many instances at a subsequent 
examination the mass was found to have disappeared. 
Not one case of carcinoma of the ovary was found in the 
patients operated upon. 

On the other hand, two women who did not have pal- 
pable adnexal masses and were considered well at ex- 
amination had fatal ovarian cancer within six months. It 
must be concluded that the yield of operable ovarian 
cancers among asymptomatic women is very low and that 
fatal malignant ovarian growths may develop in spite of 
periodic pelvic examinations. 


CONCLUSIONS 


Cancer of the cervix is detectable in asymptomatic 
women by routine examination, provided biopsy and/or 
smear study of all abnormal cervixes is a part of the ex- 
amination. Inspection alone is not a reliable diagnostic 
method for small carcinomas of the cervix. 

In the experience reported on, with the use of an ex- 
amination that includes biopsy of abnormal cervixes, the 
smear has not added statistically to the yield of detected 
cervical carcinomas. Both the smear study and the first 
biopsy may be considered to have missed one of the 21 
cervical cancers found. 

An ideal detection examination consists of smear study 
and biopsy of abnormal cervixes, in addition to history- 
taking inspection, and palpation. Any woman who has 
such an ideal detection examination with no abnormal 
findings may be reasonably sure that no clinically im- 
portant cervical cancer will develop within six months, 
and perhaps longer. 

Carcinomas of the fundus and ovary are seldom de- 
tectable in asymptomatic women, although the further 
investigation of minimal symptoms may result in the 
prompt diagnosis of iesions. 

110 Medical Arts Bldg. 
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ABSTRACT OF DISCUSSION 


Dr. HERBERT F. Traut, San Francisco: If there be any criti- 
cism of the methods, it probably can be directed only toward the 
follow-up. The assumption that cancer of the uterus does not 
exist after a single routine pelvic examination, augmented by 
biopsy and study of a vaginal smear, is not quite warranted. We 
do not yet know the exact value to place on such examinations. 
We know that negative findings are not as reliable as positive 
ones, but how many negative biopsy specimens or how many 
negative vaginal smears are necessary in order to rule out the 
presence of cancer has never been established. Follow-up by 
mailed questionnaires is not as satisfactory as one could wish, 
nor can the results as quoted by referring physicians be ac- 
cepted in the same category as those made by an expert working 
in this field. The author concludes that the best possible pro- 
cedure for revealing cancer of the uterus is a combination of 
the vaginal-smear study and biopsy. In this we are inclined to 
agree with him wholeheartedly. He says that the biopsy method 
alone has been found to be as reliable as the vaginal smear alone. 
With this we cannot agree, particularly in regard to the very 
early lesion. The biopsy method, as applied to the problem of 
cancer of the uterus and its therapy has been on trial and has 
been found wanting. The specialized cancer-detection center is 
an experimental phase that must be passed through. Thus far, 
we have found it to be an extraordinarily expensive means of 
discovering ovarian and uterine cancer in women. But ovarian 
and uterine cancer represents somewhat less than a third of the 
cancers to which women are heir. We must look through the 
low-power magnification rather than the high-power—look at 
the woman more as a whole than as a gynecologic patient, for 
half of her cancers will arise in the gastrointestinal tract, approxi- 
mately one-fourth in the breast, and approximately one-fourth 
in the genital tract. The cancer-detection center should be a 
chronic-disease detection center and should be located in the 
local physician’s office; the profession as a whole should be 
trained to this concept and be made competent to carry out the 
procedures that would reveal these various diseases. The laity 
must be taught that their health is as important as anything else 
they possess and that they must place themselves in the hands of 
their local physician at reasonable intervals—we suggest six 
months for parous women and twelve months for nulliparae— 
for the purpose of a general health examination, which would 
include, of course, the various examinations necessary for de- 
tecting cancer. The biopsy method of cancer diagnosis and the 
procedures of cytological nature, such as study of vaginal or 
cervical smears, constitute a somewhat expensive, skilled, de- 
manding technic. Neither method is going to be satisfactory 
unless it is carried out in laboratories of high caliber, with good 
technicians and good diagnosticians. These must be made avail- 
able, and to assume that they are available for the diagnosis of 
biopsy specimens is an inaccuracy. It will be some time before 
considerable numbers of diagnosticians will be available, but 
they are becoming available at a rapid rate, and the time will 
soon be here when all who need them may have the benefit of 
these two methods of cancer diagnosis under the best possible 
auspices. We would differ with the essayist as regards cancer of 
the fundus. The fact that he had only two instances of cancer of 
the fundus in his whole series is remarkable. That neither of these 
was found by vaginal smears would seem to indicate some fault 
in the technic or the experience in diagnosis. 


Dr. FREDERICK H. FALts, River Forest, Ill.: The diagnosis of 
carcinoma of the uterus in a detection center is extremely impor- 
tant, but I believe detection centers are not the last word in 
finding carcinomas of the uterus and that the emphasis should 
be placed on the detection of carcinoma of the uterus in the 
physician’s office. The cervical-smear reading is a technical feat 
that is not too difficult for ordinary technicians. It is up to the 
physicians to provide in each community a trained technician 
who can read these smears, and to assure in all cases in which 
suspicion of a carcinoma is aroused that smears are taken and 
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submitted for examination. Soon after the Papanicolaou smear 
began to be applied to the diagnosis of carcinoma, I sent a man 
to work with Papanicolaou. After three weeks he returned, and 
we agreed to have him examine by smear all cases in which from 
the clinical standpoint we felt there was a carcinoma of the 
uterus. We did hysterectomies on these women. We found that 
whenever we felt clinically there was a malignant growth in a 
uterus the smear backed us up. That gave us faith in the smear 
method for diagnosis of uterine carcinoma. There is one condi- 
tion that sometimes obviates the value of a smear, and that 
occurs in women past the menopause who have cervical stric- 
tures. Cervical strictures retain cells shed from the upper part 
of the cervix and the body of the uterus, and a carcinoma may 
be present for some time before its erosion destroys the cervix 
sufficiently to allow blood and discharge to come down into the 
vagina and be shown on clinical smear or by clinical symptoms. 
Therefore, in routine pelvic examinations, it is our custom to 
perform the so-called Clark test, in which a probe is passed 
through the cervix into the uterus. First, this procedure deter- 
mines definitely that the cervix is patulous; secondly, if there is a 
lesion in the upper uterine tract, an abnormal amount of bleed- 
ing is caused by the invasion of the cavity with the probe. The 
vaginal smear in some cases may be positive in the presence of 
negative cervical and endometrial biopsy specimens. We have 
had two instances of this apparent paradox and in each case have 
found a carcinoma of the Fallopian tube. A negative biopsy 
report does not mean that there is no carcinoma in the cervix. 
We have seen positive and negative carcinoma sections obtained 
from the same block of biopsy material. The pathologist, there- 
fore, is limited in his ability to help with the diagnosis of carci- 
noma by thé sections that are presented to him for study. 

Dr. HowarD W. Jones Jr., Baltimore: I had requested that 
Dr. Traut be included as a discussant because I felt sure he 
would be the leader of the opposition. One of the discussants 
commented on the fact that the biopsy had been advocated for 
years and had been found wanting. I quite agree with him that 
the greatest advantage of a smear is that it is easy to take. I can- 
not agree that the biopsy is any less accurate than the smear 
study, particularly since one has to take into consideration the 
fact that there are some false leads from the smear. For example, 
in the nine cases of carcinomas that occurred in our smear era, 
only three showed Class IV smears, while at the same time there 
were six cases of Class IV smears in which repeated biopsies, 
smears, and dilations and curettages did not reveal the presence 
of carcinoma. If that is due to inexperience or difficulty in tech- 
nique, it is because the average technician and the average cytolo- 
gist cannot master the method, and, if the technique is too diffi- 
cult to master, it is no good. The comment about the fundus is 
interesting, because if one estimates the incidence of fundal 
carcinoma in this series it turns out that there should have been 
exactly two cases of carcinoma of the fundus, which, in fact, 
was the number found. Therefore, I can make the same comment 
about carcinoma of the fundus as I can about that of the ovary, 
namely, that with current diagnostic methods the routine peri- 
odic pelvic examination is not a particularly valuable procedure. 
However, for detection of carcinoma of the cervix it is very 
valuable. 


On the Road to a Life Worth Living.—Spectatorism is not much 
more than glorified idleness, whether it be at picture shows, 
athletic shows, or video. Activity, planning, and 
ambition for leisure time leads to development of all the best 
potentialities of the individual; and achievement of success in the 
pursuits of one’s own free choice is the source of true happiness. 
; There is one sure way to prevent frustration: it is 
substituting attainment for entertainment. It takes determination, 
enthusiasm, and civic, artistic and religious idealism to get the 
child started on the road to a life worth living.—Karl E. Kasso- 
witz, M.D., Self-Expression and Self-Discipline: The Dualism in 
Education, Wisconsin Medical Journal, February 1951. 
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RESECTION OF VESICAL 
INDICATIONS AND RESULTS 


T. Leon Howard, M.D. 


Henry A. Buchtel, M.D., Denver 


The development of children’s urology was hampered 
by two totally different factors. The first, purely mechan- 
ical, was overcome by the fabrication of proper instru- 
ments, and the second and more important factor, the 
psychologic, was overcome by the realization of physi- 
cians that children do have urologic complaints for which 
proper diagnosis can be made and treatment given. Dr. 
Meredith Campbell’s textbook “Pediatric Urology”?! 
helped make many realize the psychologic importance of 
urologic disease in children. 

The average physician is quite used to the patient with 
disease of the urinary tract who directs his complaints 
toward that field and is able to cooperate in simple ex- 
aminations. The average urologist is also accustomed to 
a patient who has large veins and an adequate urethra 
and who can urinate at will. The child, on the other hand, 
frequently has small veins, urethral inadequacy, and 
inability to urinate at will. His symptoms may not 
be urinary, and collection of a specimen for urinalysis 
may be difficult. An excretory urogram may involve great 
physical and mental travail, and cystoscopy may be im- 
possible without induction of general anesthesia, and 
perhaps then only after perineal urethrotomy. Because 
of these difficulties, the diagnosis in children is often 
wrong, and the child may be treated for years incorrectly. 

A well equipped, well staffed hospital, such as the 
Children’s Hospital, Denver, is of great value in solving 
the problems of pediatric urology. 

The urologist’s emphasis on the importance of early 
diagnosis will help the pediatrician toward earlier recog- 
nition of urologic disorders and will aid him in seeking 
proper treatment. The pediatrician’s early diagnosis of 
urinary infection and the radiologist’s demonstration of 
urinary retention are of little benefit, however, if the 
urologist’s only treatment is administration of a new and 
different urinary antiseptic. Children’s instruments are 
not an expensive addition to the urologist’s armamen- 
tarium when one considers the satisfaction in preventing 
further urinary tract destruction in even one patient. 

One more prejudice must be overcome: the theory 
that young children do not stand examinations or oper- 
ative procedures well. This is entirely false, for children 
seem to have less reaction to the organic iodides than 
adults have and they rarely show any reaction to cystos- 
copy. Naturally, for long procedures an infant must be 
supported by intravenous therapy, or better by transfu- 
sion, but support is seldom necessary for operative cys- 
toscopy. Cystoscopy, if indicated, can be done at any age. 
Ordinarily, the infant female urethra will accommodate 
the average child’s cystoscopy, and the instrument can 
usually be introduced through the perineum in the baby 


Read before the Section on Urology at the Ninety-Ninth Annual Ses- 
sion of the American Medical Association, San Francisco, June 28, 1950. 
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NECK IN CHILDREN 


boy. If this is impossible, the presence of an indwelling 
catheter for several days makes instrumentation possible. 
This fact we have proved on many occasions. 

The lack of proper resectoscopes has been a major hin- 
drance to the development of children’s urology. A child’s 
resectoscope, the Thompson, has been available only a 
decade, and many urologists refused to use it because of 
the visual system. Since recently a child’s resectoscope 
with the familiar lens system was evolved and since many 
urologists are purchasing this, we thought an analysis of 
our patients seen since 1945 would prove valuable. 


CLINICAL MATERIAL 


The clinical material consists of 104 patients up to 14 
years of age. Of these, 41 had resection of the vesical 
neck, and they are compared with 63 who had only dila- 
tion of the urethra. We have excluded from the group of 
resections those done for a frankly neurogenic bladder, 
and one which was done inadvertently on a patient with 
recurrent urinary infection due to obstruction in the lower 
ureter. In the series with dilation we have retained only 
patients thought to have contracture of the bladder neck. 
This excludes many patients with enuresis who were 
treated with fulguration of inflammatory areas, as well 
as those who were believed to have urethritis alone. 

Dilation —Our small series reveals little about age 
groups in general except to show at what age we are asked 
to see patients (table 2). It might be used for compari- 
son with other areas to see whether the pediatricians are 
prompt in asking for consultation. 

The largest amount of residual urine in this group was 
140 cc. in a girl. Another girl with 120 cc. was the sister 
of a girl in the resection group. The one miscellaneous 
symptom was pain over the right kidney in a girl 6 years 
old. She proved to have slight caliectasis on the right, but 
a good result was obtained by bladder neck dilation. The 
damage was listed as slight, and there never was an in- 
crease in the nonprotein nitrogen. The one patient with 
reflux was a girl 5 years old who also had trabeculation 
of the bladder and slight dilatation of the upper urinary 
tract. These would be valid signs for resection, but the 
girl stayed clinically well after dilation, and the mother 
would not bring her in for further study. We have listed 
her among those with good results, for she has remained 
well more than two years, but of course we may have to 
place her in a different category in the future. 

Results of Dilation—Of these patients 49, or 77.78 
per cent, have stayed well without the necessity of fur- 
ther treatments. (This result is not so good as it might 
appear, as 15 patients who were originally treated by 
dilation subsequently underwent resection; therefore, 
data on them do not appear in this table.) The other 14, 
or 22.22 per cent, have had further difficulties that re- 
quired additional treatment, including repeated dilations 
in five. The records indicate clearly that two of these 
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patients need bladder neck resection, and probably the 
others do, too, in spite of the normal appearance of the 
bladder neck. Included in this group are four patients 
who had fulguration of the bladder neck as well as dila- 
tion. Although fulguration was done an additional 
five times, these patients eventually were subjected to re- 
section. Sphincterotomy was done on a boy who also 
underwent resection. In other words, children with ab- 
normal-appearing bladder necks seldom are permanently 
benefited except by resection. 

Resection.—The age group distribution (table 4) 
again shows when the patients were sent to us for consul- 
tation. The number of boys over 11 years old is unusual. 
In two of these the symptoms had been present a long 
time, and marked upper urinary tract damage was pres- 
ent. In the other two, symptoms apparently developed at 
puberty. The urologic disorder of a 1 year old boy was 
accidentally discovered by a good diagnostician who saw 
the child because he had anemia. Further study revealed 
severe damage of the urinary tract with infection and ele- 
vation of the nonprotein nitrogen level. Fortunately a 
good result was obtained by resection. The cases of the 
two girls 1 year of age will be discussed in greater detail 
later. 


TaBLe 1.—Sex Distribution 


Resection Dilation 
~ 
No. % No % 
25 60.98 oA 85.71 


TABLE 2.—Ages of Sixty-Three Children Subjected to Urethral 


Dilation 
Age, Yr Boys Girls 


Comparison of the percentages of signs and symptoms 
in these patients (table 5) with those given in table 3 
reveals a striking difference. The miscellaneous symp- 
toms consisted of anemia (probably a sign) in one pa- 
tient and pain over the right kidney in a boy 13 years 
old; however, he had no demonstrable reflux or damage 
to the kidney. It is unfortunate that 33 patients had 
residual urine and 33 urinary infection, for this is not an 
identical group, as six patients with residual urine had 
no urinary infection and three of these had never had 
symptoms of urinary infection. Similarly, the group with 
a history of urinary infection and that with the finding of 
urinary infection are not as identical as the close numbers 
might indicate, for patients with a history of infection 
came to us with sterile urine and others without definite 
history of chills, fever and pyuria came to us with an 
infected urine. 

This may seem a minor point, but we wish to empha- 
size the fact that all patients with urinary infection do 
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not necessarily show comparable symptoms and that pa- 
tients with residual urine and enough involvement of the 
bladder neck to justify resection can be relieved by treat- 
ment with modern urinary antiseptics. Frequently, it is 
the custom to call in the urologist only when urinary 
infection persists in spite of therapy or recurs frequently. 


TABLE 3.—Symptoms and Signs in Sixty-Three Patients with 


Dilation 
Symptoms No. % Signs No. % 

Urinary diffieulty...... 20 81.74 Residual urine......... 7 211.11 
Urinary infeetion...... 37 58.73 Urinary infection...... 10 15.87 
Hematuria............. 7 11.11 Damage to upper 

Abdominal pain....... 5 ivdes urinary tract........ 10 15.87 
Enuresis and frequency Trabeculation......... 9 14.29 


or incontinence dur- 
ing the day.......... 7 
Miscellaneous.......... 1 


An illustrative case is that of a boy 4 years old who had had 
a serious urinary infection a year before we saw him. At that 
time he was cared for by a capable urologist who inserted an 
indwelling catheter and informed the family that the boy did not 
empty his bladder. However, he made no roentgenographic 
studies, nor did he suggest that anything be done about the 
residual urine. Since the boy had been well for a year without 
any medication, we suggested that there could be nothing seri- 
ously wrong. However, our studies showed pyelectasis and 
ureterectasis on the right and multiple diverticula, including one 
large diverticulum with an orifice near the right ureteral meatus. 
There was no reflux, and we believed the obstruction to the right 
ureter was secondary to the diverticulum. The bladder neck was 
resected, and after this the boy emptied his bladder. Soon after 
this he left Denver. Our hope that the kidney would improve 
was not justified, as recently nephroureterectomy was done. 


We tend to forget the efficacy of modern urinary 
antiseptics, and that a child’s recovery from a urinary 
infection with no recurrence for a year does not preclude 
the existence of serious obstructive lesions of the urinary 
tract. Improvement following dilation with later recur- 
rence of symptoms is not an infallible indication that 
resection should be done; nor, on the other hand, is 
failure to improve a sign that resection should not be 
done. 

Results of Resection —The results were poor in 13 
of the 41 patients (31.7 per cent) with-resection. Two 
children, one boy and one girl, died. Both had serious 
damage to the upper urinary tract. Both did poorly after 


TABLE 4.—A ges of Forty-One Children with Resection 


Age, Yr. Boys Girls 


resection. The nonprotein nitrogen continued to rise, and 
physical development was faulty. Suprapubic tubes were 
inserted in both children; a nephrostomy was performed 
in one, and both died of renal failure. Among those with 
poor results we have included two boys with damaged 
upper urinary tracts and a permanent increase in the 
nonprotein nitrogen. Their conditions were quite similar, 
and a description of one will be presented later. One boy 
had a urethral stricture simitar ‘to that seen in adults 
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following resection; three have had repeated urinary in- 
fections, and two girls still complain of urinary difficulty. 
In one we can see no reason for this; the other has 
dysuria when she is constipated. More than one resection 
has been done in five, four of whom have already been 
mentioned.One boy had such severe urinary tract dam- 
age that suprapubic drainage was indicated. Three 
months later resection was performed, and since then the 
boy has done well. However, we still dilate the urethra 
under anesthesia from time to time, and, therefore, he is 
included in this group with poor results. One girl who 
had undergone resection previously elsewhere still had 
residual urine and urinary infection. We performed re- 
section with the same results, and she is now under the 
care of a third urologist. The remaining 28 patients, or 
68.29 per cent, have remained well. 

Let us warn you of one pitfall in following children 
who have had resection. A child with a thickened blad- 
der wall and a damaged upper urinary tract with reflux 
can void into his kidneys as easily as and sometimes 
more easily than through the urethra. Therefore, checks 
of the residual urine in this type of patient are worthless, 
as increasing renal damage can and does occur, in spite 


TABLE 5.—Symptoms and Signs in Forty-One Patients with 


Resection 
Symptoms No. % Signs No. % 

Urinary difficulty...... 18 438.90 Residual urine......... 33. 80.67 

Urinary infection...... $2 78.05 Urinary infection...... 80.67 

2 Damage to upper 

Abdominal pain....... 1 eee urinary tract........ 18 43.90 

5 11.89 Improvement follow- 

Enuresis and frequeney ing dilation.......... 24.39 
or incontinence dur- 11 26.83 

Miscellaneous.......... 2 


of the fact that the bladder is emptied by urination. Fre- 
quent estimation of the blood urea nitrogen must be done 
for such children to be certain that the improvement is 
real. This point is well illustrated by the case of the boy 
who died, for, in spite of the fact that he had no residual 
urine, damage to the upper tract was progressive. 


DIAGNOSTIC AIDS 

When complete urologic investigation is necessary, 
we feel an excretory urogram should be done, and the 
films reviewed by the urologist. Of course, this approach 
is not always feasible. But in our experience attempts to 
proceed without urography have frequently resulted in 
poor diagnosis and treatment. We cannot stress too much 
the value of the excretory urogram in the management of 
children. 

The method we use to check the presence of residual 
urine has certain advantages in children who may not be 
able to void at the desire of the physician. When such is 
the case, or at any time that there is a question whether 
residual urine exists, 1 ounce (29 cc.) of sterile liquid 
petrolatum is introduced into the bladder and the child is 
catheterized the following day. If liquid petrolatum is 
present, it is proof that the child has not emptied the 
bladder completely since the substance was introduced. 
The same method can be used for adults if desired. 

The cystogram, and especially the cystogram made 
with the patient straining, is of great value in the manage- 
ment of bladder neck obstruction. The examinations that 
are not used frequently eough are urethrography and 
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pyeloscopy. The former should be a routine procedure 
in dealing with bladder neck obstruction, and the latter 
a routine when the causation of ureterectasis is in doubt. 

Cystoscopy remains one of the best diagnostic pro- 
cedures. This can be done with local anesthesia if the 
child is well behaved. However, it is usually best done 
with the child under general anesthesia if there is a ques- 
tion of bladder neck obstruction, for it may be necessary 
to dilate the urethra, to view the bladder neck through 
different instruments and finally to resect if necessary. 
This can all be done under the same anesthetic. Our pres- 
ent practice is to start with the McCarthy miniature 
cystoscope, but, since this instrument at times (especially 
in the female) gives a poor view of the urethra, we fre- 
quently use other instruments. If the symptoms or signs 
indicate that resection is needed, the resectoscope is 
introduced. If after all this we are convinced that there 
is no obstructing tissue, the urethra is dilated with nos. 
14 to 22 French catheters, depending on the size of the 
child. If bleeding follows this, an indwelling catheter is 
inserted for 24 hours. Should resection be decided on, 
this is done, and again a catheter is introduced for 24 
hours. We find the nos. 12 and 14 Bardex catheters 
valuable for this. At the end of 24 hours the catheter is 
removed. In most instances the child voids properly and 
can be released from the hospital the following day. 


REFLUX 


The importance of reflux is shown by the fact that in 
our series only one child with reflux has not had bladder 
neck resection. In other words, the presence of reflux 
with bladder neck contracture is good evidence that re- 
section should be done. However, two unusual types of 
reflux must be taken into account. 


A young woman had a normal ureter and an obstruction at 
the ureteropelvic juncture. At operation nephrectomy was 
thought to be the treatment of choice. The ureter was tied with 
no. 1 chromic suture. The woman made an uneventful convales- 
cence until six weeks later, when she was watching a ball game 
and drinking beer. Suddenly, she felt a severe pain in her right 
loin, and at surgery she was found to have the right retroperi- 
toneal space full of urine from the stump of the ureter. The 
space was drained; the ureter retied, this time with silk, and she 
has had no further trouble. Obviously, this was reflux from 
bladder overdistention, which we know is not supposed to occur, 
but certainly did in this patient. 

A child 6 months old had a functionless left kidney and a 
a normal right kidney according to excretory urography. The 
bladder and bladder neck were normal and only the left ureter 
was catheterized without difficulty while the child was under 
general anesthesia. However, the left ureterogram showed atresia 
of the upper ureter and reflux up the right ureter, with no over- 
distention of the bladder. A cystogram made on the child after 
he was awake showed no reflux. The condition of the child did 
not improve with dilation, and after the demonstration of reflux 
on straining, resection was done. 


Naturally, this case belongs to a rare group. To dem- 
onstrate reflux we fill the bladder a reasonable amount 
and then have the child strain (if he is not already doing 
so) as though he were attempting to void. 

A third type of reflux may occur because of abnormal 
ureteral peristalsis. 

URETHRAL VALVES 

We see little point in classifying various types of folds 
in the prostatic urethra as valves if the bladder neck 
must be resected to remove these folds. Instead, we 
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prefer to include these in the total picture of contracture 
of the vesical neck. With this concept, there was but one 
patient who had a urethral valve. A 5 year old boy with 
enuresis, he was such a behavior problem that he was 
under a psychiatrist’s care. After some time it was dis- 
covered that he had residual urine, and he was referred to 
us for cystoscopy, which showed a fibrous structure par- 
tially obstructing the prostatic urethra. This was engaged 
by the resectoscope with some difficulty, as it tended to 
wave back and forth, but once engaged it was excised. 
Aside from that nothing was done. The patient made 
a perfect recovery and has had neither urologic nor 
psychiatric troubles since. 


UPPER URINARY TRACT DAMAGE 


The damage to the upper urinary tract in this series 
ranged from none to irreparable destruction. A girl 
showed very slight damage represented by moderate pye- 
lectasis and caliectasis. Dilation was first done at 6 years 
of age, but the patient was not relieved of her urinary 
infection, so resection was performed at the age of 10. 
After this the patient had no further urinary disturbance, 
but the mother insisted that the pyelograms be repeated 
until we considered the upper tract normal. It took 18 
months for even this slight damage to be corrected, which 
should make us wary in predicting the disappearance of 
dilatation. Incidentally, this patient was the only one with 
an unusual pathological report on the tissue removed. 


RESECTION OF APPARENTLY NORMAL BLADDER NECK 


Resection in children when the bladder neck appears 
normal is a difficult problem. We wish to describe two 
examples of this. The first child presented an extremely 
stubborn condition. 


The girl was first seen because of pyuria when she was 2% 
years old. The child had a congenital dislocation of the hip, as 
well as a psychiatric behavior problem. She also took insuffi- 
cient amounts of food and liquids for normal maintenance. At 
the original cystoscopy a suggestion that the bladder neck might 
be tight was entertained, but at all subsequent cystoscopies, and 
there were many, it was deemed entirely normal. After the 
original cystoscopy and pyelogram, the child made an unevent- 
ful recovery and her psychologic problem never recurred; but 
she had multiple recurrent urinary infections that were thought 
to be primarily in the left kidney. 

Finally, on March 11, 1948, she entered the hospital with 
Pseudomonas bacteremia, with a similar organism in the urine, 
and was given streptomycin and sulfathiazole. During a hospital 
stay of 138 days she received a variety of urinary antiseptics, 
among them streptomycin, which at that time was considered 
the best for eradication of Pseudomonas aeruginosa. On June 4 
treatment with mandelic acid was begun, and she had con- 
tinued improvement until the mandelic acid therapy was stopped 
on June 26. On July 2, her temperature was 106 F. and 
the urine contained Staphylococcus pyogenes var. aureus and 
Escherichia coli. A no. 16 Foley catheter was placed in the 
bladder for continuous drainage, and her temperature came 
down satisfactorily. On July 13 the bladder neck was resected, 
and her course from then on was uneventful. She has remained 
well now for two years. 

A boy 7 years of age when first seen complained of frequency 
and nocturia but had a negative urinalysis. On watching him void 
it was seen he had a weak dribbling stream, and by catheter 
he had 2 ounces (59 cc.) of residual urine. The excretory uro- 
gram was normal, but the cystogram showed slight reflux up 
the right ureter. The ureter appeared normal however. At 
cystoscopy, the bladder was not trabeculated and the bladder 
neck appeared entirely normal, so he was examined by a 
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capable neurologist, who could find no neurological disturbance. 
Since his condition was unimproved by cystoscopy and dilation 
of the urethra to no. 16 French, the bladder neck was resected, 
with immediate relief of all urinary symptoms. 


Such patients are not very common, but these exam- 
ples are presented to show that bladder neck obstruction 
does exist at times in normal-appearing sphincters. In 
such cases the urologist should respect the bladder neck, 
in spite of the normal appearance. 

The following case is that of one of the children over 
11 years of age with unsatisfactory results. 


This patient was first seen in November 1946 when he was 12 
years of age, at which time his nonprotein nitrogen was 73.2 
mg. per 100 cc., with a definite contraction of the bladder neck. 
When it was resected, Nov. 23, 1946, he had 500 cc. of residual 
urine. After this, he did well and the nonprotein nitrogen de- 
creased to 42 mg. per 100 cc. of blood. In June 1947, the residual 
had increased to 5 ounces (148 cc.) and nonprotein nitrogen had 
increased to 60 mg. per 100 cc. Therefore, on June 25, 1947 
additional tissue was removed. He improved, and in January 
1948 the nonprotein nitrogen was 48 mg. per 100 cc. of blood. 
He left town and did not return to see us until October 1949, 
at which time he again had 5 ounces of residual urine and a 
nonprotein nitrogen of 92.5 mg. per 100 cc. of blood. His 
mother was written that further resection was indicated: In spite 
of this abnormal nonprotein nitrogen level the boy had devel- 
oped normally, feels quite well and has no special complaints 
of any kind. We are certain that he has permanent kidney 
damage. It is quite remarkable to us that he empties his bladder 
at all, as the expulsive force is extremely poor. 


BEHAVIOR PROBLEMS 


It has been mentioned in the discussion on several of 
the patients that they were under he care of a psychiatrist, 
and many more in the group had definite psychologic 
problems. Without exception, when the urethra was di- 
lated, these improved and in most cases were perma- 
nently relieved. We do not wish to convey the impression 
that all child personality problems are a result of bladder 
neck dysfunction, but we do wish to call attention to this 
possibility and to stress the desirability of examination 
of the urine. 

BILATERAL URETEROCELES 


In one of the patients with a poor result following 
resection because of recurrent urinary infection, the 
Original urinary difficulties were due to bilateral uretero- 
celes, which were opened in January 1946. The boy did 
well until the summer of 1948, when there was recurrent 
urinary infection. On cystoscopy the ureteral meatus ap- 
peared entirely normal, but there was 500 cc. of residual 
urine. Thinking this residual might be due entirely to the 
urinary infection, the patient was given chemotherapy, 
but he did not improve until a bladder neck resection 
was done on July 14, 1948. At that time the child was 
at puberty, which we thought might be a factor. Since 
then he has developed well but continues to have recur- 
rent urinary tract infection. 

A second patient had the same complication, that is, 
bilateral ureteroceles with bladder neck obstruction at 
puberty. The pyelograms taken before the ureteroceles 
were opened demonstrated that this boy’s upper urinary 
tract was badly damaged. After they were opened the 
boy had no urinary troubles until recently, when recur- 
rent infection developed. The bladder neck was resected, 
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but too recently for the result to be included in the paper 
or to determine whether permanent relief has been 
obtained. 

UNUSUAL SYMPTOMS 


We have mentioned some of the unusual symptoms 
but wish to present those of one 5 year old girl in detail. 


This patient’s complaints were not of urinary disturbance but 
of convulsive seizures, for which she had been studied thor- 
oughly at the age of 3 years. She was returned when she was 
5 with the same complaints, but this time her pediatrician hap- 
pened to watch her try to void for a specimen and suddenly 
realized that the “seizures” were in reality only the child’s efforts 
to void. 

A cystogram made after voiding showed residual urine and 
demonstrated that there was no reflux even after five years of 
intense straining. The upper urinary tract was normal, and the 
child made an uneventful and permanent recovery. 

The same day this child underwent resection another patient 
was subjected to the operation. She was 2 months old and had 
suffered urinary difficulty and infection since birth. The cysto- 
gram showed marked trabeculation with reflux and destruction 
of the upper urinary tract. The baby also had a congenital de- 
formity of the rectum, which appeared in the middle of the peri- 
neum through a very tight opening. The dilatation of the bowel 
was thought to be on an obstructive basis. At the same time the 
bladder neck was resected this other abnormality was corrected, 
and the ,rectum dropped back to its normal location. From that 
time the child had no further bowel disturbance. She also voided 
well; the urinary infection was controlled; the nonprotein nitro- 
gen dropped from 66 to 39 mg. per 100 cc. of blood, and the child 
was dismissed. She was returned three months later because of 
failure to keep up her weight and was found to have a serious 
yeast infection of the urinary tract. This was controlled with 
great difficulty, and again the child was dismissed. She was 
returned again four months later with the history of urine leak- 
ing Out the umbilicus and an inability to gain weight. Because 
we believed the bladder neck had been thoroughly resected, but 
also because we believed the breaking open of the urachus was 
positive proof that the bladder neck was not functioning prop- 
erly, a suprapubic tube was inserted, but the baby died soon 
afterward. The postmortem picture revealed that grossly all the 
obstructing tissue had been removed from the urethra, but again 
the thick, trabeculated bladder and dilated upper tract showed 
that the bladder was not functioning properly. Lengthwise sec- 
tions through the urethrovesical juncture failed to reveal the 
nature of this dysfunction. The large bowel was normal. 

The contrast between these two patients, one straining 
for five years without damaging her kidneys, and the 
other wrecking her upper tract within the first few months 
of life, is illuminating. 

SUMMARY 


A group of children are presented who have been 
treated either by simple dilation of the urethra or by 
the actual resection of tissue from the bladder neck. The 
statistics show that patients with marked symptoms and 
signs are more liable to need resection, and that boys 
are affected oftener than girls, but striking exceptions 
are noted. Difficulties in diagnosis and examination are 
discussed. 

CONCLUSIONS 

Resection of the vesical neck in either boys or girls 
is a worth while urologic procedure and should be per- 
formed when indicated, even though the bladder neck 
appears normal. This can be considered a minor opera- 
tion with no operative mortality and usually requires a 
short postoperative hospitalization, ordinarily less than 
72 hours. The absence of residual urine is not necessarily 
a sign that the operative procedure has been a success 
and that the child will remain well and develop properly. 
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ABSTRACT OF DISCUSSION 


Dr. MILey B. WEssON, San Francisco: It is appropriate that 
this excellent paper of Drs. Howard and Buchtel should be pre- 
sented in the home town of Dr. William E. Stevens, who, for 
over 40 years, has pioneered the study of the female urethra. 
It has been 28 years since the late Franklin P. Johnson published 
his embryological research, “The Homologue of the Prostate in 
the Female” (J. Urol. 8:13, 1922), but it was not until 1936 
that David Mackenzie and Hugh Cabot made studies inde- 
pendently of the histopathology of the female bladder neck and 
urethra. Now, 14 years later, thanks to the mechanical ingenu- 
ity of Fred Wallace, Dr. Howard and his associates have been 
able to complete the study. Mr. Wallace recently showed me a 
baby telescope, with a large field, that would fit into the irri- 
gating sheath of a no. 4 or 5 French catheter. When this is on 
the market, there wili be no further difficulty in cystoscopy in 
baby boys. From now on, we will hear only about what not to 
do. The resectoscopist must never forget that the element of 
safety in cutting a female bladder neck is very small. He must 
be thoroughly familiar with the anatomy and also with Dr. 
Henry Weyrauch’s findings on the depth of tissue destruction 
from cuts made with a spark gap current. Dr. Bentley Squier 
throughout his life referred to such treatment as burning, cook- 
ing or frying of tissues. I would like to report briefly the story 
of a 4 year old martyr to the electric current. She had a vesico- 
urethrovaginal fistula. There had been difficulty in voiding and 
often residual urine of 1,500 cc. A diagnosis was made of a 
median bar with a muscular flap that acted as a cork, and on 
two occasions thorough fulguration was done. Retention was 
replaced by incontinence, and the family was instructed that 
nothing further could be done until the child was 16. After three 
unsuccessful repairs, one by that master technician, Dr. Guy 
Hunner, I was able to close the opening, and at 14 she celebrated 
her escape from bondage with a bonfire of all of her rubber 
pants. 

Dr. A. M. Meaps, Oakland, Calif.: My experience in treating 
lesions of the vesical neck in children is fairly limited. In my 
hands recurrent infections in the bladder have improved after 
dilation with sounds, showing that a contracted bladder neck 
or some simple type of obstruction in children does respond 
often to simple treatment. Personally I have not resected trans- 
urethrally any tissue in infants, but I have destroyed by fulgura- 
tion obstructing bars and valves through a small cystoscope. 
This is safer where the urethra is very small. I have excised 
larger obstructions through a suprapubic incision with no regret 
in the few cases that I have seen. I purchased a small resecto- 
scope two years ago, but I must confess that I have not used it, 
as I am still waiting for what I consider a proper case for such 
a procedure. I have seen a few young men and women of college 
age in whom a transurethral resection was indicated, but in 
these cases various degrees of hydroureter and hydronephrosis 
had already developed. This paper of Drs. Howard and Buchtel 
gives me food for thought. If these young adults had been 
treated in infancy, the extensive damage seen later could have 
been prevented. Most obstructive lesions seen in children are 
due to developmental defects and cannot be prevented, but early 
diagnosis and early removal of the obstruction could prevent the 
later damage. The small urethra in the very young must be 
dilated before a resectoscope can be passed. This dilation in itself 
is therapeutic. The small amount of tissue removed resecto- 
scopically, in some reported cases, seems out of proportion 
to the spectacular improvement, unless the dilation has some- 
thing to do with it. It is my custom when a distinct tumor mass 
is present (in one case a fibroma) to excise the mass through a 
suprapubic approach. I thus avoid the possibility of incontinence 
or damage to the bladder base. I can see a place for transurethral 
resection in children, but, as I treat comparatively few children, 
1 have still not had an occasion to do one. The experience of 
Drs. Howard and Buchtel as given here today in their excellent 
paper will influence many of us, I am sure, in deciding when the 
resectoscope should be used in children. 

Dr. Henry A. BucHTEL, Denver: I should have mentioned 
that the vast majority of operations are done with the Thompson 
baby resectoscope. | think that is much the safest instrument, 
especially in a girl, because with the instrument you can remove 
exactly the tissue you wish to remove without the danger of 
sloughing or further injury afterward. 
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ADULT FORM OF CHRONIC PORPHYRIA WITH CUTANEOUS MANIFESTATIONS 


REPORT OF SEVENTEEN ADDITIONAL CASES 


Louis A. Brunsting, M.D., Harold’ L. Mason, Ph.D. 


Robert A. Aldrich, M.D., Rochester, Minn. 


The symptoms and laboratory features of chronic or 
intermediate porphyria may be similar to those of either 
the acute or the congenital forms, although the course 
is milder, as a rule. A blistering reaction of the exposed 
skin of adults, especially on the dorsa of the hands, in 
response to light, heat, or minor trauma is usually the 
first manifestation of this disease. The complexion as- 
sumes a dusky, bluish-red hue; the conjunctivae are 
injected, and hypertrichosis may occur. Other symptoms 
of a vague nature relating to the gastrointestinal system 
may occur, Or nervous and mental disorders may de- 
velop. A familial incidence has been noted. 

The factors which may contribute to the development 
of the manifest phase of porphyria are not well under- 
stood. In so-called acute idiopathic porphyria the barbi- 
turates have long been incriminated. In chronic porphyria 
a damaging influence on the liver, either by disease, such 
as cirrhosis, syphilis, diabetes, or chronic amebiasis, or 
by hepatotoxic drugs or poisons, such as arsenic and 
particularly alcohol, seems to offer the precipitating in- 
sult. A number of examples have been reported.’ 

In this connection, one must distinguish between cases 
in which porphyrinuria accompanies hepatic dysfunc- 
tion and those of true porphyria with jaundice or other 
involvement of the liver. In the former, there is no 
familial disposition and no ether-insoluble porphyrin is 
excreted. Gray, Rimington, and Thomson * described 
the case of a man 20 yr. of age, the skin of whose face 
and hands first became blistered in response to exposure 
to sun and to trauma; later, attacks of severe abdominal 
pain appeared, the earliest and severest of these being 
associated with jaundice. Initially, during the periods of 
sensitivity to light and abdominal attacks, the urine con- 
tained large amounts of porphyrins, including an ether- 
insoluble porphyrin, distinct from the known types of 
uroporphyrin and not yet identified. Between episodes, 
the amount of porphyrins in the urine diminished and 
increased in the stools; later, even these amounts grad- 
ually lessened as the clinical phase of the disease sub- 
sided. 

Recently the occurrence of acute porphyria in three 
cases of diabetes was reported by Sterling, Silver, and 
Ricketts.° The diabetes had been of from three to 20 
years’ standing. No skin lesions were present. The occur- 
rence of fatty infiltration of the liver in diabetes may 
offer a remote clue to the reason for the association of 
the two diseases, given a person with a suitable genetic 
background. 

The symptoms of porphyria are complex; with an 
increased threshold of suspicion in this direction more 
instances of the disease will be recognized. Chronic 
porphyria, at least the type with cutaneous manifesta- 
tions in adults, is commoner than is generally supposed; 
in the comparatively short period of the past five or six 
years we have observed 21 patients in whom the char- 


acteristic features of the disorder were brought to our 
attention by signs first appearing on the skin. Data con- 
cerning four cases have been reported previously.'*:” 

This report is based on study of the 17 additional 
cases, of which two were chosen to be presented in order 
to illustrate briefly important factors of the disease. A 
discussion of the porphyrins involved (Table 1), the 
cutaneous and other aspects of the syndrome and the 
precipitating influences in the 17 cases (Cases 1 to 17) 
in particular will be considered. 


REPORT OF CASES 


Case 2.—A man aged 46 yr., a butcher and farmer from 
Minnesota, came to the Mayo Clinic in the summer of 1949 
because of a blistering eruption of the hands of five weeks’ dura- 
tion. Any relation to sunlight had not been noticed. After minor 
injury to his hands in his work, abrasions would form and, later, 
blisters which, when ruptured, were slow to heal. He also com- 
plained of loss of “pep,” dating from a respiratory infection one 
year before. Since then his eyes had been bloodshot. At one 
time, 10 yr. previously, he had weighed 215 Ib. (97.5 kg.), but 
by curtailing his beer drinking he had reduced his weight in 
two years to 160 Ib. (72.6 kg.). He still used beer and as much 
as 1 pt. (473 ml.) of whisky on his monthly “binge.” He had 
never noticed red urine. 

Examination revealed that the weight was 154 lb. (69.9 kg.) 
and the blood pressure 126 mm. of mercury systolic and 90 
diastolic. The exposed skin of the face and upper part of the 
trunk was a dusky, erythematous hue. Around the eyes the skin 
was colored bluish pink. There were irregular pigmented and 
depigmented areas about the face and neck. The cheeks had a 
waxy cast. The conjunctivas were injected, and the eyes had a 
rheumy appearance. The skin of the backs of the hands was 
hyperpigmented, with small irregular spots of colorless skin 
which were pink and showed telangiectasia. Over the dorsa of 
the hands and along the sides of the fingers there were a few 
small vesicles and crusted erosions of previous lesions of the 
same sort. Biopsy of the skin of the right preauricular area re- 
vealed microscopic evidence of dermatitis of nonspecific char- 
acter. 


Read before the Section on Dermatology at the Ninety-Ninth Annual 
Session of the American Medical Association, San Francisco, June 28, 
1950. 

From the Section on Dermatology and Syphilology, Mayo Clinic (Dr. 
Brunsting); the Division of Biochemistry, Mayo Foundation (Dr. Mason), 
and the Section on Pediatrics, Mayo Clinic (Dr. Aldrich). 

1. (a) Brunsting, L. A., and Mason, H. L.: Porphyria With Epidermoly- 
sis Bullosa; Report of a Case of the Tardive Congenital Type With 
Demonstration of Latent Porphyria in a Sister of the Patient, J. A. M. A. 
132: 509-513 (Nov. 2) 1946. (>) Porphyria With Cutaneous Manifestations, 
Arch. Dermat. & Syph. 60: 66-81 (July) 1949. (c) Hiibner, K.: Porphy- 
rinuntersuchungen bei einer Gruppe von Dermatosen, Arch. f. Dermat. 
u. Syph. 180; 289-290, 1940. (d) Szodoray, L., and Siimegi, S.: Uber die 
Nosologie der chronischen kutanen Porphyrie, Dermatologica 90: 224- 
232, 1944, (e) Borda, J. M. C.: Porfirinas y porfiria: consideraciones 
especiales sobre clinica y classificacion de dermatosis porfiricas, Buenos 
Aires, Lopez & Etchegoyen S. R. L., 1946, pp. 41-68. (f) Gomez Orbaneja, 
J., and Castro Mendoza, H.: Dermatosen und Porphyrie, Dermatologica 
94; 327-334, 1947. (g) Zeligman, 1., and Baum, M.: Porphyric Bullous 
Dermatosis, Arch. Dermat. & Syph. 58: 357-369 (Oct.) 1948. (4) Schup- 
pli, R.: 4. Porphyrie mit Bullosis actinica und Mechanica, Dermatologica 
98: 346, 1948-1949. 

2. Gray, C. H.; Rimington, C., and Thomson, S.: A Case of Chronic 
Porphyria Associated With Recurrent Jaundice, Quart. J. Med. 17: 123- 
137 (April) 1948. 

3. Sterling, K.; Silver, M., and Ricketts, H. T.: Development of 
Porphyria in Diabetes Mellitus: Report of Three Cases, Arch. Int. Med, 
84: 965-975 (Dec.) 1949. 
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Laboratory tests revealed only slight evidence of hepatic 
dysfunction. The urine showed primary fluorescence under the 
Wood light. Quantitative estimations of porphyrins are listed 
in Table 1. Porphobilinogen was not demonstrated. Fluid from 
blisters on the skin of the hands, a total of about 2 cc., was 
examined for porphyrins, and the results were negative. 

The violaceous color of the skin brought up the possibility of 
polycythemia, but the values for hemoglobin and erythrocytes 
were within normal limits. The cell volume (hematocrit) meas- 
ured 50 to 52%. Spectroscopic examination of the blood 
showed no indication of sulfhemoglobin or methemoglobin. 
There was no indication on physical examination of systemic or 
pulmonary hypertension. 

The patient was observed at intervals for nine months as 
he followed his instructions regarding diet and total abstinence. 


TABLE 1.—Quantitative Urinary Porphyrins, Mg. per Twenty- 
Four Hours, in Adult Form of Chronic Porphyria 


with Cutaneous Manifestations 


Uro- Copro- 
porphyrin porphyrin 


Case Date 

ver’ 5.92 1.3 
sae 1.21 0.218 
6.66 1. 
1950 5.34 tas 
1.91 0.374 
1950 0,206 
1946 0.95 
1948 8.06 7.25 
ican 12.2 24 
1949 3.56 1.61 
1950 8.24 0.77 
16.4 3.6 
6.3 1.8 
er 4.5 1.6 
ee 14 0.47 
1949 0.725 0.222 
0.51 1.31 
1949 1.69 
1950 0.218 
0.485 
1949 ete 
cum 0.692 
1949 6.9 0.992 
1950 0.304 
9.974} 1.205 
1949 6.25 1.33 
1950 12.75 0.274 
2.065 0.332 


* 200-ml. sample. 

+ Test for porphobilinogen slightly positive. 

t Zine complex of uroporphyrin: absorption maxima, 540 and 578 mg; 
melting point of methyl ester, 258-260 C, 


The blistering appeared and disappeared without regard to 
exposure of the skin to the sun, and the skin of the hands con- 
tinued to be vulnerable to slight trauma. There was difficulty 
with shaving because of the tough beard and the tender skin 
of the face. After a pericd of six months, no more blisters 
developed although the skin over the knuckles was frequently 
abraded in the patient’s work as a butcher; the color of the skin 
of the upper part of the body and the face remained unchanged. 


Case 15.—A widow aged 64 yr., from Michigan, came to 
the clinic in December, 1949, because of a blistering eruption 
of the hands and fingers of six months’ duration, which had 
been called “pemphigus.” In June a few pea-sized vesicles had 
first appeared over the backs of the index fingers; these exuded 
a clear fluid when ruptured and would form small ulcers which 
became crusted and sometimes infected; they healed slowly 
within two or three weeks. Repeated crops of such lesions ap- 
peared off and on during the summer months, without notice- 
able relation to sunlight, at first on the fingers and hands and 
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later on the forearms and the ankles. Toward the winter months 
the process tapered off. Over the preceding two or three years, 
the patient and her family had noted a darkening of her com- 
plexion, as though she were wind-burned, and a considerable 
growth of hair had appeared on the face. During this interval 
the urine frequently had been tinted pink. There was no history 
of abdominal cramps. There was no similar skin condition in 
other members of the family. 

The patient recalled that between the ages of 20 to 40 yr. she 
had had a recurring eruption of a different sort in which papular 
lesions had appeared for a short time each spring on the ex- 
posed surfaces of the skin. She remembered having taken 
arsenic intermittently for 10 yr. as part of the treatment for 
this disorder; instead of taking the prescribed number of drops 
of the medicine each day, she had taken a teaspoonful (4 to 5 
ml.) without ill effect at the time. When she was 50 yr. old the 
papular eruption had recurred briefly. 

For one year, at the age of 54 yr., she had been confined 
under psychiatric observation because of a reactive depression 
which had come on after her husband’s suicide. After a series 
of shock treatments, she seemingly recovered and resumed her 
premarital occupation of teaching school, which she had con- 
tinued without interruption until the time of her examination. 
The use of alcoholic drinks was denied. 

Physical examination in December 1949 revealed abnormal 
conditions in the skin and the liver. The skin of the exposed 
surfaces of the face and neck was of a dusky, cyanotic hue and 
hyperpigmented. The conjunctivas were injected. There was 
hypertrichosis of the face. On the dorsa of the hands and fingers 
diffuse melanosis and a few crusted lesions, scars, and milia 
were evident. The liver was palpable 6 cm. below the costal 
margin. The weight was 135 lb. (61.2 kg.); the blood pressure 
was 130 mm. systolic and 76 diastolic. Dental examination re- 
vealed a severe degree of pyorrhea. The sulfobromophthalein 
test for liver function showed a 26% retention of the dye 
(Grade 3); there was no direct-reacting and 1.2 mg. of indirect- 
reacting bilirubin per 100 cc. of serum. Routine urinalysis 
showed normal urine. By Wood light the urine showed a strong 
primary fluorescence. The urine revealed large amounts of 
uroporphyrin and coproporphyrin, but tests for porphobilinogen 
were negative (Table 1). 

Three months later, the patient returned. In the meantime 
she had followed a dietary regimen for cirrhosis. The infected 
teeth had been removed. Headaches and a state of mind similar 
to that of her depression of 10 yr. before had developed gradu- 
ally. Her condition was characterized by lack of interest, hope- 
lessness, suicidal trends, and insomnia. She had taken various 
forms of sedatives without relief. There had been no blisters, 
but the skin of the hands was easily traumatized. 

Examination showed the same bluish-pink complexion as 
before. There were no recent excoriations on the backs of the 
hands and only a few scars and milia. The sulfobromophthalein 
test for liver function showed a 12% retention of the dye 
(Grade 2). The urine, which was tinted pink, contained large 
amounts of abnormal porphyrins. The porphyrins were present 
in the form of the zinc complex as determined spectroscopically 
with absorption maxima at 540 and 578 mz. The Waldenstrém 
uroporphyrin was isolated, the melting point of the methyl 
ester being 258 to 260 C. No porphobilinogen was present. 
Psychiatric studies indicated a severe degree of reactive de- 
pression, and sanitarium management was advised. 

Further examinations to indicate the nature of the hepatic 
dysfunction were not revealing. The urine showed no evidence 
of arsenic. Glucose-tolerance tests showed a diabetic type of 
response, but, in the absence of glycosuria and with a normal 
fasting level of blood sugar, this was interpreted as probably 
being related to the state of the liver. 

Special studies were undertaken to determine the cause of 
the peculiar cyanotic hue of the exposed skin, without success. 
Both arterial and venous blood pressures were within normal 
limits. By manometric measurement, the oxygen saturation of 
the arterial and venous blood under various conditions of rest 
and exercise and with the inhalation of oxygen was found to be 
within normal limits. There was no evidence of polycythemia. 
Because of the hue of the skin and the presence of hypertricho- 
sis, the possibility of Cushing’s syndrome was considered 
briefly, but observations were not confirmatory. The blood 
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pressure was normal. The roentgenograms of the skull revealed 
nothing abnormal. Concentrations of 17-ketosteroids and 
cortin-like substances in the urine were low on two separate 
occasions. 

There was no record of a similar disorder in other members 
of the family; a sister, who accompanied the patient, appeared 
to be of normal health, and on two separate occasions her 
urine was examined and found to be free from abnormal 
porphyrins. 

PORPHYRINS 

Strictly speaking, the diagnosis of porphyria is estab- 
lished by the demonstration of uroporphyrin or the color- 
less chromogen porphobilinogen in the urine. Uro- 
porphyrin is a porphyrin which appears abnormally, 
presumably as the result of the disturbed pyrrole metab- 
olism of this disease. The urine contains a much higher 
concentration of uroporphyrin than do the feces and 
is more readily obtainable for laboratory analysis. 

The presence of uroporphyrin in the urine is common 
to all types of porphyria. However, the form in which 
it is excreted may differ in the various clinical types. For 
example, the porphyrin in the urine of adults suffering 
from the acute intermittent form of porphyria is largely 
excreted as the zinc complex, but in children who have 
the so-called congenital form of porphyria the porphyrin 
appears in the urine in the free state. It is not possible at 
present to separate the clinical classes of porphyria on 
the basis of laboratory studies of the urine and feces 
alone. Nevertheless it is important that detailed informa- 
tion be recorded concerning the porphyrin metabolism 
in each case so that a better understanding of the ab- 
normal metabolic processes may develop. 

We would like to stress the wide variation in the 
appearance of the freshly voided urine. It is customary 
to speak of porphyric urine as being red or port wine 
in color; this observation was by no means the general 
rule in our cases. In some cases the specimen was almost 
normal in color, varying in shade from light yellow to 
dark amber. On the other hand, some samples were dis- 
tinctly red. Thus, when porphyria is the suspected diag- 
nosis it is probably unwise to discard a sample of urine 
because it is not red without first performing qualitative 
laboratory tests for uroporphyrin and porphobilinogen. 
Not all the discoloration seen in porphyric urine is due 
to the porphyrin itself. The urine contains other pig- 
ments which are not porphyrins but which probably are 
related as a result of the disturbance in pyrrole metab- 
olism. Little is known about these pigments although, 
according to Garrod,’ they were first emphasized by 
Hammarsten in 1891. 


Qualitative Procedures for Identifying Uroporphyrin 
in Urine.—The quality of primary fluorescence in the 
near-ultraviolet region of the spectrum is an outstanding 
characteristic of the urine of children with so-called con- 
genital porphyria. Although this phenomenon may occur 
in other forms of porphyria, it is often masked by the 
presence of other pigments or by the formation of a 
porphyrin complex with a metal such as zinc. A useful 
method for the qualitative identification of uroporphyrin 
in the urine has been described by Brunsting and Ma- 
son.'” An improvement ° has been recently tried by one 
of us (Aldrich °) which makes use of the solubility of 
both uroporphyrin and coproporphyrin in an equal mix- 
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ture of normal butyl alcohol and ethyl acetate. The bulk 
of the urinary impurities are separated from the por- 
phyrin in the first step and left in the aqueous phase. 
This procedure is as follows: 

Shake a sample of fresh urine which has been acidified with 
a few cubic centimeters of glacial acetic acid in a separatory 
funnel with an equal volume of the 1:1 mixture of normal 
butyl alcohol and ethyl acetate. Discard the aqueous phase after 
it has completely separated. Wash the normal butyl alcohol- 
ethyl acetate mixture with three portions of distilled water. The 
organic-solvent layer will have a red fluorescence in the near- 
ultraviolet region of the spectrum. Then extract with small (3 
to 5 cc.) portions of 10% sodium hydroxide; the porphyrins 
appear to go into the alkali almost quantitatively. Discard the 
rormal butyl alcohol-ethyl acetate mixture and neutralize the 
sodium hydroxide with hydrochloric acid until the solution turns 
Congo red paper gray. Add 1 to 2 cc. of glacial acetic acid, and 
shake the solution with an equal volume of ether. Copropor- 
phyrin goes into the ether, and if uroporphyrin is present it will 
remain behind in the aqueous phase. If large amounts of por- 
phyrin seem to be present the ether extraction can be carried 
out several times to insure removal of all coproporphyrin from 
the water layer. Acidify the aqueous portion with hydrochloric 
acid, and examine it for red fluorescence in the light beam of 
the Pfalz and Bauer fluorophotometer equipped with a filter 
(Corning 5113) which gives the incident beam a strong intensity 
in the near-ultraviolet region of the spectrum. 


Porphobilinogen.—Watson and Schwartz? described 
a qualitative method for the determination of porpho- 
bilinogen in urine. A rough estimate of the amount of 
porphobilinogen present can be made by use of a pro- 
cedure described previously.’” 

Spectroscopic Examination of Urine.—Examination 
of the fresh urine with the spectroscope will usually 
reveal whether the porphyrin is present in the free state 
or as the zinc complex. This complex may be formed 
with either the uroporphyrin or coproporphyrin. The 
zinc complex has strong absorption maxima at 537 and 
578 my. If hydrochloric acid is then added to the sample, 
a change occurs in the absorption spectrum, and the 
maximal absorption then will appear at 550 and 594 my. 


Quantitative Determination of Coproporphyrin and 
Uroporphyrin in Urine.—The method of Mason and 
Nesbitt * for determination of coproporphyrin was used 
in the study of our 17 patients. Quantification of uro- 
porphyrin is difficult. Present methods give only a rough 
estimate at best. The problem is further complicated 
by the recent observation of British investigators,’ who 
pointed out that the amount and character of the uro- 
porphyrin in urine may be changed considerably by 
certain types of pretreatment of the specimen. The quan- 
titative data reported herein were obtained by a method 
described in 1946,'» 


Crystallization of the Porphyrin Methyl Esters From 
Urine.—Uroporphyrin octamethyl ester was prepared 


4. Garrod, A. E.: A Survey of the Recorded Cases of Haematopor- 
phyrinuria Not Due to Sulfanol, Tr. Path. Soc. London 55: 142-151 
(March 1) 1904, 

5. This principle was suggested by Dr. Samuel Schwartz, Department 
of Medicine, University of Minnesota, Minneapolis. 

6. Aldrich, R. A.: Unpublished data. 

7. Watson, C. J., and Schwartz, S.: Simple Test for Urinary Por- 
phobilinogen, Proc. Soc. Exper. Biol. & Med, 47: 393-394 (June) 1941, 

8. Mason, H. L., and Nesbitt, S.: A Method for the Determination 
of Coproporphyrin in Urine, J. Biol. Chem. 152: 19-25 (Jan.) 1944, 

9. Gibson, Q. H., and Harrison, D. C.: A Note on the Urinary Uro- 
porphyrin in Acute Porphyria, Biochem. J. 46: 154-157 (Feb.) 1950, 
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from the urine in only 1 case (Case 15) in the present 
series. The method used has been described elsewhere.'° 

Observations in Seventeen Cases (Table 1).—Four- 
teen of the patients in our group were shown to have 
uroporphyrin in the urine on one or more occasions. In 
three cases in which two or more examinations were 
made for urinary porphyrins, uroporphyrin was absent 
on at least one occasion. This suggests that the excre- 
tion of uroporphyrin in this type of case may be inter- 
mittent. The urine of five of the 14 patients was examined 
for the porphyrin zinc complex, which was found to be 
present. Uroporphyrin octamethyl ester was crystallized 
from the urine in two cases and melted at 258 to 260 ¢. 
in one instance and at 273 C. in the other. This property 
is characteristic of the so-called Waldenstrém porphyrin. 
Evidence has been presented that this is a mixture of uro- 
porphyrin I and an as-yet-unidentified urotype porphy- 
rin.’! The presence of the Waldenstrém porphyrin in 
urine has been considered a main feature of intermittent 
acute porphyria in which there is not dermal photosensi- 
tivity. Observation of this porphyrin in the urine of a 
patient who presented dermal photosensitivity empha- 
sizes the present difficulty of classifying this form of por- 
phyria on the basis of laboratory results alone. The 
quantity of uroporphyrin excreted per 24 hr. ranged 
from 22.4 to 0 mg.; most of the values fell in the range 
between | and 7 mg. 

Each specimen was tested for porphobilinogen, and 
it was found in the urine of five patients. No uropor- 
phyrin was demonstrated in the urine of two of these 
patients (Cases 10 and 14), while the urine specimens 
of the other three were positive for uroporphyrin. The 
colorless chromogen, porphobilinogen, was considered 
by Waldenstrém to be a characteristic observation in 
the urine of patients with acute intermittent porphyria 
and is not present in the urine of children with congenital 
porphyria who have skin photosensitivity. 

Coproporphyrin was quantitatively elevated in 16 of 
the patients, but the relative proportions of the two 
coproporphyrin isomers I and III were not determined. 
Increased excretion of urinary coproporphyrin is the 
rule in porphyria; this is also a common observation in 
certain types of liver disease.'* The amounts excreted 
in hepatic disease are usually much less than the values 
found in these patients. However, it is impossible to 
ascertain the relative proportion which the two patho- 
logic conditions contributed to the high levels observed. 

One of the patients in this series (Case 10) excreted 
neither uroporphyrin nor porphobilinogen on the two 
occasions when the urine was examined. The levels of 
coproporphyrin were well above normal. This person is 
included in the series because of the typical clinical pic- 
ture of porphyria and because we believe that subsequent 


10. (a) Aldrich.® (b) Grinstein, M.; Schwartz, S., and Watson, C. J.: 
Studies of the Uroporphyrins: I. The Purification of Uroporphyrin I and 
the Nature of Waideasirom’s Uroporplhyrin, as Isolated From Porphyria 
Material, J. Biol. Chem. 157: 323-343 (Jan.) 1945. (c) Watson, C. J.; 
Schwartz, §., and Hawkinson, V.: Studies of the Uroporphyrins: II. Fur- 
ther Studies of the Porphyrins of the Urine, Feces, Bile, and Liver in 
Cases of Porphyria, with Particular Reference to a Waldenstro6m Type 
Porphyrin Behaving as an Entity on the Tswett Column, ibid. 157: 345- 
361 Wan.) 1945. 

11. Footnote 10b and c. McSwiney, R. R.; Nicholas, R. E. H., and 
Prunty, F. T. G.: The Porphyrins of Acute Porphyria: The Detection of 
Hitherto Unrecognized Porphyrins, Biochem. J. 46; 147-154 (Feb.) 1950. 

12. Watson, C. J., and Larson, E. A.: The Urinary Coproporphyrins 
in Health and Disease, Physiol. Rev. 27: 478-510 (July) 1947. 
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specimens of urine may be positive for either porpho- 
bilinogen or uroporphyrin, this case thus conforming to 
the intermittent behavior seen in others mentioned above. 

Therefore we may conclude that in this series of pa- 
tients the laboratory observations referable to porphyrin 
metabolism present some of the features of both con- 
genital porphyria and acute intermittent porphyria. This 
conclusion agrees with the clinical picture, which is also 
one of a mixed type of porphyria. 


CHANGES IN THE SKIN 

Changes in the skin of patients with chronic porphyria 
involve the complexion and the dorsal surfaces of the 
hands. Diffuse melanosis of the exposed skin and hair, 
as well as discrete pigmented macules of the face, fore- 
arms, and hands, may occur. The hair of certain red- 
haired patients may turn black. In addition—and this 
point has not been emphasized previously—there is a 
characteristic change of hue in the complexion to a dusky, 
bluish red, and the conjunctivas become injected so that 
the patients, even the nonalcoholic ones, appear blear- 
eyed and dissipated. This feature is a gradual process, 
often imperceptible to the person himself or to those 
near him, although it might be attributed to the effects 
of weathering. 

The skin of the eyelids, the smooth periorbital zones, 
and various depigmented areas about the face and neck 
is tinted pink. Elsewhere on the exposed skin, with the 
pigmentation sometimes extending over the shoulders 
and upper part of the chest as well, the tissues are a 
suffused violaceous hue. The hair of the scalp and the 
eyebrows is usually darkened; the beard is tough, and 
women often have hypertrichosis. The facies bears a 
superficial resemblance to that in Cushing’s disease; 
the plethora reminds one of the skin in hypertensive 
states, polycythemia, or dermatomyositis. Detailed physi- 
cal examination and study of the blood offer no adequate 
explanation for the changed complexion. Occasionally 
hypertension may occur. There is no disturbance of 
hematopoiesis; the hemoglobin, hematocrit readings, and 
the values for oxygen saturation of the blood are normal. 
There is no evidence of abnormal steroid metabolism. 
Spot checks reveal no sulfhemoglobin or methemoglobin. 
In the skin itself, no appreciable change in the capillaries 
or the larger vessels is apparent on microscopic examina- 
tion. 

An occasional small blister may appear on the face, 
the pinna of the ear, or the neck; the surface is easily 
traumatized. After exposure to heat or light, pruritus 
may occur, and in such cases the cheeks may show ex- 
coriations, crusts, razor cuts, and small scars. In a few 
instances in men, the sun-beaten skin of the nose, the 
cheeks, and the nuchal regions may become slightly 
granular and of a waxy cast, suggesting colloid milium, 
and, in fact, this impression is confirmed microscopic- 
ally. In fixed sections, the tinctorial reaction of the under- 
lying collagen resembles that seen in senile elastosis 
more than would normally be expected. Occasionally 
the exposed skin is toughened as in scleroderma. 

Sensitivity to Light.—Al\though the blistering reaction 
of chronic porphyria appears on the sun-exposed sur- 
faces of the skin, the exact photodynamic relation of the 
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porphyrins to this condition has not been established. 
This statement is true likewise for congenital porphyria, 
in which photosensitivity in childhood is the predomi- 
nating symptom. Attempts to reproduce the blistering 
reaction in the skin of patients with porphyria by ex- 
posure to natural sun or artificial light have not been 
successful. Perhaps it is necessary to have repeated ex- 
posure, as seems to have occurred in cases with the 
blistering reaction of chronic porphyria; in this con- 
nection it may be possible that certain porphyrins resi- 
dent in the skin may be changed to a form in which they 
become active photosensitizers. In acute porphyria, 
cutaneous reactions seldom occur. Further study of the 
porphyrins in the skin may clarify this point. 


HEPATOTOXINS AS PRECIPITATING FACTORS IN 
CHRONIC PORPHYRIA 

In our 17 cases some damaging influence on the liver 
seemed to be the common factor in provoking the mani- 
fest phase of chronic porphyria (Table 2). Measurement 
of liver function was carried out, when possible, by the 
sulfobromophthalein, zinc sulfate, and thymol turbidity 
tests and by estimations of the serum bilirubin and the 
urobilinogen in the urine. 

Among the toxic influences which can damage the 
liver and precipitate the obvious skin lesions of chronic 
porphyria, first and foremost is alcohol. The 12 patients 
with this syndrome discussed by Szodoray and Siimegi ‘4 
were alcoholic, without exception, and this relationship 
was confirmed by our own experience with the four pa- 
tients who were the subjects of our earlier reports. The 
role of alcoholism is strikingly enhanced by the record of 
Observations on the 17 patients whose cases are pre- 
sented herein, of whom 12 admitted to the chronic use 
of alcohol in varying amounts for long periods (Table 2). 

Two patients in our group had syphilis; one active, 
one ancient. Both used alcohol to excess. Syphilis was 
said to be present in six of the 12 cases of Szodoray and 
Siimegi."¢ 

Three patients in our series had diabetes; two of these 
three had neuropathy which had preceded the develop- 
ment of signs of porphyria by almost 10 yr. One of 
these was a moderate drinker. The third patient first 
discovered that he had diabetes two years after the onset 
of the blistering eruption of the hands. This patient was 
a teetotaler although the tests revealed a mild degree of 
hepatic dysfunction. An older brother, an alcoholic but 
not a diabetic, had had a blistering eruption of a similar 
nature in the summer sun for 15 yr. In one instance 
(Case 15), there was a diabetic glucose-tolerance curve 
as well as pronounced retention of sulfobromophthalein. 
In the absence of glycosuria and with a normal fasting 
level of blood sugar, the abnormal glucose tolerance was 
attributed to hepatic dysfunction. One parent of each of 
two nondiabetic patients was said to be diabetic. 

Two women in this series (Cases 13 and 14) had a 
long irregular record of unexplained vague nervousness, 
seemingly on a functional basis; we could find no ade- 
quate explanation for the lighting up of the clinical signs 
of porphyria in middle life except incrimination of the 
drugs which had been used as sedatives or hypnotics. 

Similarly, for the patient (Case 15) who exhibited an 
~ enlarged liver and gross impairment in tests of hepatic 
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function and who first had classic cutaneous signs of 
porphyria after the age of 60 yr., the usual toxic factors 
were not apparent on the surface. We found that large 
amounts of arsenic, presumably in potassium arsenite 
solution, had been consumed in years past for the relief 
of cutaneous symptoms of another sort. However, the 
urine did not show the presence of arsenic at the time of 
our examination. The patient denied the use of alcohol. 

A striking feature of the chronic form of porphyria as 
it affects adults is the relatively benign nature of the 
disease process, which is in contrast to the experience 
of persons with acute porphyria or children with mani- 
festations of congenital porphyria. When it was possible, 
with the cooperation of the patient concerned, to elimi- 
nate the continual insult to the liver, as, for example, by 
the strict interdiction of alcoho! and the institution of a 


TABLE 2.—Data on Hepatic Dysfunction and Contributory 
Causes in Seventeen Cases of the Adult Form of Chronic 
Porphyria with Cutaneous Manifestations 


Degree of 
Hepatie Dys- Suspected 

Case Age Sex function * Agents t¢ 
57 M +++ AAAA 
46 M AAA 

++ 
48 M AA 
Divi 65 M AAA 
++ 
J 
0 J; SN 
42 M 0 A 
DM 
dah 57 M + D 
++ As 
42 M A 
++ JH 
45 F 0 AA 


* Graded 1 to 4, with + meaning grade 1 and +++ meaning grade 3. 

t A to AAAA indicates alcoholism; S, neurosyphilis, arrested; J, jaun- 

dice (ancient); SN, neurosyphilis, active, treated with inoculation 

malaria; JM, diabetes mellitus with neuropathy; D, diabetes mellitus; 
, sedatives, barbiturates; As, arsenic, and JH, infectious hepatitis. 


dietary regimen directed in a general way, as is done in 
cases of cirrhosis of the liver, improvement resulted in 
health and well-being and in a lessening of the degree of 
photosensitivity. In the diabetics, the same favorable 
influence was noted when the patient was under adequate 
insulin therapy and dietary control. In the case of the pa- 
tient with suspected but unproved arsenism (Case 15), 
there was a progression of the symptoms of porphyria 
and a relapse of a state of reactive depression which re- 
quired institutional management. Data at hand are in- 
sufficient to permit valid conclusions as to whether the 
degree of porphyrinuria parallels the grade of clinical 
improvement of these patients. 

The significance of porphyrins in human physiology 
and their relation to hepatic dysfunction and to photo- 
sensitization are not well understood. Patients with the 
clinical syndrome of chronic porphyria described herein 
appear to offer a convenient proving ground for this com- 
plex subject. 
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SUMMARY 

A form of chronic porphyria is discussed in which the 
disease becomes manifest for the first time in adult life 
by cutaneous signs expressed as a blistering and erosive 
tendency of the skin, especially of the dorsa of the hands, 
on exposure to sun and trauma, as well as by a change 
in the complexion of the face and adjacent areas to a 
ruddy, violaceous hue. Associated symptoms of ab- 
dominal colic or nervous disorder occasionally occur. 
There may be spotted or diffuse melanosis of the ex- 
posed skin and the hair, and, occasionally, hypertri- 
chosis. Milia are seen in the healed scars of the denuded 
and infected lesions of the hands. 

Survey of the records of the 17 patients reported 
herein, including 13 men and four women, indicates that 
some damaging influence on the liver was chiefly re- 
sponsible for the development of clinical symptoms. 
Alcoholism, the main offender, was present in 12 in- 
stances. Active diabetes mellitus occurred in three cases 
and syphilis in two; in one case there was a history of 
arsenism, and in two cases, of the use of barbiturates. In 
several cases more than one etiologic factor was sus- 
pected. 

Under appropriate management the course was rela- 
tively benign. 

Results of quantitative analysis of urinary prophyrins, 
in the 17 cases are presented. The urine may be dark 
amber, sometimes pink and rarely red. In certain stages 
of the disease the urine may contain few or no abnormal 
porphyrins. Sometimes porphobilinogen is present. 

Our experience indicates that the disease is commoner 
than is generally supposed. 

In the light of our present knowledge, the exact clas- 
sification of this type of porphyria is unsettled. 

Mayo Clinic. 
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ABSTRACT OF DISCUSSION 


Dr. DonaLpD M. PiLtssury, Philadelphia: If I may digress 
for a minute, I think medical papers may be classified into the 
following groups: provocative papers—that is, those with which 
one may disagree; the type in which some fundamental new 
fact is elaborated, which sort occurs about once every five 
years, and then the kind in which there is an authoritative 
correlation of established basic facts and a discussion of their 
application to man. I think this paper is a beautiful example 
of the last-mentioned type. It is apparent in the literature that 
there is much interest in the problem of sensitivity to light. We 
are realizing that photosensitivity is a rather common state. 
Shelmire and Lamb showed clearly the varying objective 
changes in the skin which may be associated with sensitivity to 
light. Photosensitivity is commonly confused with other things, 
particularly contact dermatitis, and many times cases have been 
wrongly diagnosed as lupus erythematosus. Certainly the fixed 
erythema group of conditions may largely be due to photo- 
sensitivity. A point which Dr. Brunsting clearly makes is that 
persons with photosensitivity are by no means always subject 
to disturbances of porphyrin metabolism and, conversely, 
persons with such disturbances may not be photosensitive. This 
is a very curious fact which I hope some day we shall under- 
stand better. Another feature of the paper is the assertion that 
in persons with the syndrome he described there may be factors 
other than light which produce the eruption—heat, and par- 
ticularly trauma. Dr. Brunsting is entirely correct that these 
persons are very sensitive; they have pronounced reactions to 
very mild trauma. The clinical recognition of these cases is 
generally fairly easy, although sometimes there are difficulties. 
The chemical methods involved are very difficult, and it is only 
in centers such as the Mayo Clinic that these complex chemical 
studies can be done completely. A very practical point which 
Dr. Brunsting brought out is that in the cases he discusses the 
clinical management has been reasonably satisfactory. With 
attention to the excessive intake of alcohol and an attempt to do 
something about associated hepatic disease, the clinical course 
is reasonably satisfactory. 

Dr. Louis A. BRUNSTING, Rochester, Minn.: So far there has 
been no satisfactory explanation for the changes in color in the 
skin, particularly the violaceous suffusion of the exposed sur- 
faces. There was no evidence of pellagra in any of the patients. 


ENDOCRINE PATTERNS IN TERM PREGNANCIES FOLLOWING ABORTION 


G. E. §. Jones, M.D. 


Eleanor Delfs, M.D., Baltimore 


The present study was undertaken to clarify, if pos- 
sible, the underlying pathological factors occurring in 
abortion, with the hope of improving the rationale for 
therapy. The multiplicity of mechanical and physiologi- 
cal factors involved in the accomplishment of a normal 
term pregnancy suggests that the etiology of abortion 
must be manifold. 

Reducing the problem to its simplest terms, there are 
two chief factors to be considered: the germ cells and 
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the environment. To obtain a normal conception, both 
the sperm and the ovum must be normal, and fertiliza- 
tion must occur when both are recently shed; in short, 
not only must the gametes be inherently normal, but also 
the timing of fertilization must be optimal. Next, the 
environmental factors must be normal for proper growth 
and development of the normal trophoblast. If the en- 
vironment is adequate, optimal trophoblastic growth 
should occur. Any degree of environmental inadequacy 
might presumably be reflected in the degree of defective- 
ness of the product of conception. 

With the above concept in mind, the methods detailed 
below have been used to study a group of women with 
reproductive disorders. 

The results of the studies on pregnancy of normal 
women! (Figs. 1 and 2), as well as of those on preg- 
nancy terminating in abortion,” have been previously 
reported.' 


V 146 
1951 


and | 


Vol. 146, No. 13 


METHODS 


Quantitative serum chorionic-gonadotropin assays have been 
used as a measure of trophoblastic growth and development. As 
this hormone is produced directly by the trophoblastic cells, it is 
believed that the levels of this hormone reflect the normality of 
the growing conceptus. The known function of this hormone is to 
prolong the secretory capacity of the corpus luteum. The assay 
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Fig. 1.—Serum chorionic-gonadotropin values throughout 24 pregnancies 
of normal women. The chorionic-gonadotropin values are recorded in 
international units per liter of serum on a semilogarithmic scale. The days 
of pregnancy are recorded from the first day of the last menstrual period. 
In this and the following figures, the extreme range of values is desig- 
nated by the interrupted cross-hatched area, and the median value for each 
block is marked by the heavy interrupted line. The number of pregnancies 
Studied, not individual assays, during every five-day period to day 100 
and every 10-day period thereafter is recorded below the corresponding 
block. 


method employed is that developed by Delfs.4 The normal levels 
were established by a consecutive study of 24 normal women 
throughout term pregnancies.'! 

Semen examinations have been done to check the male germ 
plasm. 

Urinary pregnanediol determinations have been used as a 
measure of an important environmental factor. Pregnanediol i is a 
metabolite of progesterone, the excretion of which is, in general, 
a mirror of progesterone production. Adequate amounts of 
pregnanediol can be interpreted as indicative of adequate pro- 
gesterone production and indirectly as showing endometrial 
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DAYS 
Fig. 2.—Urinary pregnanediol excretion throughout 24 pregnancies of 
normal women. The pregnanediol values are recorded in milligrams per 


24 hr. on a semilogarithmic scale. The days of pregnancy are counted 
from the first day of the last menstrual period, and the extreme range of 
values is designated by the interrupted cross-hatched area. The median 
value for each block is marked by the heavy interrupted line. The num- 
ber of pregnancies studied, not individual assays, during two-week intervals 
is recorded below the corresponding block. 


preparation for the nourishment of the growing trophoblast. 
Pregnanediol has been assayed by the Astwood-Jones > method 
for free pregnanediol. The criterion of normal has been the 
values found in the consecutive study throughout 24 normal 
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pregnancies.! In the interpretation of the pregnanediol data it 
should be remembered that the major site of progesterone pro- 
duction during the first 100 or so days of pregnancy is probably 
the corpus luteum. After this time, the function is apparently 
taken over by the placenta. This is reflected in the relatively 
steady pregnanediol output during the first three months of 
pregnancy, followed by a gradual steady rise. These two phases 
of progesterone production will be referred to as the luteal phase 
and the placental phase. 

Anatomical, nutritional, and metabolic functions were investi- 
gated as possible factors that might influence the development 
of the germ plasm directly or indirectly through the environment. 

Curettages and hysterograms were done to evaluate the ana- 
tomical uterine environment. Determinations of serum vitamin 
E,® basal metabolic rate, blood cholesterol, and blood sugar, 
and when possible dextrose-tolerance tests, were carried out. 
Brucella agglutinations were done in many instances but did 
not prove helpful. Rh-typing was done but appears not to be 
significant. Basal temperature charts were kept when possible for 
evaluation of luteal phase and as a check on intercourse habits; 
these also helped in the early detection of pregnancy but have 
not been used for timing intercourse. Whenever possible, all 
studies were done when the patients were not pregnant. Cases 
associated with positive Wassermann reactions and untreated 
syphilis were excluded. 

All defects found were treated when possible; if no defects 
were found, no therapy was given. When abortions occurred, the 
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Fig. 3.—Serum chorionic-gonadotropin values in international units per 
liter in 48 pregnancies terminating in abortion. The solid cross-hatched 
area designates the extreme range of values and the heavy solid line the 
median value for each block. The number of pregnancies studied, not 
individual assays, during every five-day period to day 100 and every 10-day 
period thereafter is recorded below the corresponding block. The exten- 
sion of the lower range is evident; the median values are outside of the 
normal range until day 60 and do not closely approximate the normal 
median until after day 90. 


abortus were examined pathologically and grouped according to 
the Carnegie classification.’ Abnormal trophoblastic develop- 
ment is designated by Carnegie Abortion Types I to V, Type I 
being the most abnormal and Type V the least abnormal. Type 
VI is a normally formed fetus that is not sufficiently developed 
for the duration of the pregnancy, and Type VII is a normal 
fetus of the proper developmental age. 
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MATERIAL 


One hundred seven women have been studied as described 
throughout 120 pregnancies. The actual reproductive histories 
are shown in Table 1, according to the outcome of the pregnancy 
studied, previous number of consecutive abortions, and previous 
term pregnancies. Forty-eight of the entire series of pregnancies 
studied terminated in abortion, and 72 ended successfully at 
term. Seventy-four of the pregnancies studied occurred in women 
who had had three or more consecutive abortions. This group 
of patients has been analyzed separately in a brief section on 
therapy. 


CHORIONIC-GONADOTROPIN AND PREGNANEDIOL STUDIES 


Abortion.—The median values of serum chorionic 
gonadotropin during the 46 pregnancies terminating in 
abortion were considerably lower than normal (Fig. 3). 
The most pronounced difference was observed before the 
60th day of pregnancy. Day 1 is counted as the first day 
of the last menstrual period. The general shape of the 
curve is the same, but the rise is slow, the peak is less 
pronounced, and the fall is more precipitate and earlier. 
The fact that 19 of the abortions were associated with 
normal chorionic gonadotropin is reflected by the fact 
that the upper limits of the range fall within the range 
of normal. The pregnanediol levels are also lower than 
normal (Fig. 4). The median values are outside the nor- 
mal or at the extreme lower limits, and the lowest value 


however, clues are obtained by evaluation of factors, 
such as known sperm defects, pathological type of 
previous abortions, or disturbed metabolic status. Figure 
6 shows levels in a case of abortion due to possibly defec- 
tive germ plasm with inadequate chorionic gonadotropin, 
resulting in inadequate luteal function. The semen speci- 
men of the husband of this patient was defective on 
analysis. Figure 7 demonstrates the levels in a case that 
was of probably environmental origin, as the abortus was 
normal but smaller than expected for the duration of 
pregnancy. This was known to be correct as checked 
by the basal temperature chart and the initial appear- 
ance of chorionic gonadotropin in the serum. The last 
chorionic-gonadotropin value was in the normal range. 

There were 10 pregnancies in group 3, i. e., cases 
associated with normal chorionic-gonadotropin levels. 
and lowered pregnanediol levels. Three were due to early 
corpus-luteum failures; seven were caused by late 
placental-type failures. Figure 8 shows the values for a 
patient with corpus luteum-pregnanediol failure, and 
Figure 9, those for a patient with late placental-preg- 
nanediol failure. 

Group 4 consisted of nine pregnancies. This group 
showed no appreciable deviation from the normal in 
either the pregnanediol or the chorionic-gonadotropin 


TABLE 1.—Number of Pregnancies Studied in Relation to Number of Previous Consecutive Abortions in 107 Patients (120 Pregnancies) 


Previous Consecutive Abortions Total 
Outcome of Pregnancy — A =, Patients with 
Studied 0 1 2 3 4 5 Total Series 3 or More 
3 (2)* 3 (1) 13 (7) 12 (1) 8 (0) 9 (1) 48 (12) 29 ( 2) 
0 (0) 8 (2) 19 (2) 29 (12) 1 (2) 6 (9) 72 (18) 45 (14) 
8 (2) ll (3) 32 (9) 41 (13) 18 (2) 15 (1) 120 (30) 74 (16) 


* Numbers in parentheses indicate patients in each group with previous term pregnancies. 


in the range is O until the 108th day. With the exception 
of one two-week interval, during which only two preg- 
nancies were studied, there is no evidence of a placental 
phase. 

The median curves are of statistical interest, as they 
demonstrate graphically the possibilities and limitations 
in utilizing the assays for prognostic purposes. Each 
patient’s prognosis can be made accurately only on the 
basis of her individual values. The curves of individual 
patients lend themselves far better to interpretation and 
evaluation. The evidence has been previously presented 
in detail,? and the individual curves have been divided 
into four general groups: (1) those showing primary 
defects in chorionic gonadotropin, with normal or pro- 
gressively falling pregnanediol values; (2) those show- 
ing defects in both chorionic-gonadotropin and preg- 
nanediol levels; (3) those showing initially normal 
chorionic-gonadotropin values and primary defects in 
pregnanediol excretion, and (4) those with no defects. 

There were eight pregnancies in group 1, i. e., cases 
showing chorionic-gonadotropin defects and only term- 
inal pregnanediol defects. These might be interpreted as 
indicative of a primarily defective trophoblast (Fig. 5). 

There were 17 patients in group 2, i. e., those with 
both abnormal chorionic gonadotropin and pregnane- 
diol. In this group it is often impossible to be sure which 
defect played the major role in the abortion. Both could 
_ be primary defects and not interdependent. Occasionally, 


curves (Fig. 10). Two patients showed terminally low 
values only after it had been estimated clinically that 
death in utero had occurred; both passed grossly normal 
fetuses. 

Term Pregnancy.—The median values for serum 
chorionic gonadotropin and urinary pregnanediol ob- 
tained during 73 term pregnancies of women with 
previous reproductive difficulties have been compared 
with the normal ranges (Fig. 11). The curve nearly 
approximates the normal, and the median values are 
within normal limits after day 35. The early median 
values, however, still lag behind the normal median 
values, and it is not until about the 68th day that the 
chorionic-gonadotropin values finally approximate the 
normal. The median pregnanediol values approximate 
the normal very closely, but the extreme spread is 
greater, Owing entirely to an extension of the lower 
values. It is noteworthy that, although in three two-week 
intervals values below 2 mg. were obtained, there were 
no values of 0 during the pregnancies that went to term. 
After 150 days values below 10 mg. occurred in only 
one interval. All these patients showed a consistent 
pregnanediol output, and, although values were dis- 
tinctly below normal in some patients, an absolute 
deficiency did not occur (Fig. 12). There is a suggestion 
that the chorionic-gonadotropin level tends to drop 
more precipitously and sooner and that the pregnanedio! 
rise occurs slightly later than among the normal women. 
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Thus, the placental take-over period in the group of 
women with poor reproductive histories may be more 
critical than in the normal women. A study of individual 
patient’s values indicates this point more clearly than do 
median statistical values. 

When individual cases are considered instead of 
median values, interesting observations may be made. 


PREGNANEDIOL 1NMG/24 MRS. 


Fig. 4.—Urinary pregnanediol excretion in milligrams per 24 hr. in 48 
Pregnancies terminating in abortion. The solid cross-hatched area desig- 
nates the extreme range of values and the heavy solid line is the median 
value for each block. The number of pregnancies studied, not individual 
assays, during two-week intervals is recorded below the corresponding 
block. The number of intervals during which a value of less than 1 mg. 
was obtained is notable. The median values are most abnormal during 
the placental phase. 


The two patients in the group who showed distinctly 
abnormal chorionic-gonadotropin curves (Fig. 13) de- 
livered very small babies (weighing 1,865 gm. and 2,580 
gm.) at term; both were otherwise normal and have since 
done well. Four patients showed late chorionic-gonado- 
tropin peaks. Another patient showed an unusually rapid 
chorionic-gonadotropin fall to an extremely low level, 
and this patient delivered on day 235 a 1,740-gm. baby 
that survived (Fig. 14). 
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Fig. il.—Serum chorionic-gonadotropin range and median values 
throughout 72 pregnancies in women with previous abortions. The gen- 
eral shapes of the median curve and range are similar to the normal. 
However, the median level is below normal until day 60, and the range 
throughout is broader. 


Three patients showed consistently low pregnanediol 
values of both the luteal and the placental phase (Fig. 
15). Six had luteal-phase pregnanediol deficiencies, two 
of which were associated with slow placental take-over 
periods (Fig. 16). An additional seven patients showed 
slow placental take-over periods, and three never estab- 
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lished a normal placental pregnanediol level. One of 
these patients delivered prematurely, and the baby died 
at home of unknown cause after one month. Twelve had 
low placental-pregnanediol values. 


THYROID STUDIES 


The diagnosis of lowered thyroid function among the 
107 women was on the basis of a basal metabolic rate 
of — 5% or less and/or a blood-cholesterol value of 250 
mg. per hundred cubic centimeters or above in the non- 
pregnant state. Sixty-seven of the 120 pregnancies 
studied, or 55.8%, were associated with a lowered 
thyroid function. If only the series with true habitual 
abortion is considered, the percentage rises to 63.5%. 

Twenty-six of the 67 pregnancies during which thyroid 
dysfunction occurred were associated with no other 
abnormality; four showed, in addition, low chorionic- 
gonadotropin levels; 21 were associated with pregnane- 
diol deficiencies, and 16 had concurrent low vitamin E 
serum levels. Four women in the group had anatomical 
abnormalities; semen analysis for one woman’s husband 
revealed abnormalities. These groups are not mutually 
exclusive. 
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Fig. 12.—Urinary pregnanediol range and median values throughout 72 
pregnancies in women with previous abortions. The lower range is much 
broader than the normal. Extremely low values are encountered occa- 
sionally as late as day 162. Median values are slightly lower than normal. 


VITAMIN E 


Seventy-eight women in the entire series were studied 
by means of serum-tocopherol levels. Twenty, or 25%, 
showed values below 0.9 mg. per hundred cubic centi- 
meters, which has been judged as the lower limit of 
normal. Low vitamin-E levels occurred as a sole defi- 
ciency only twice. As a lowered serum tocopherol level 
was found oftener among the Negro patients and women 
with apparent nutritional disturbances, it is possible that 
this deficiency mirrors the general nutritional status of 
the patient. 

SEMEN ANALYSIS 


Semen specimens of 48 husbands were appraised, and 
seven were judged to be abnormal on the basis of the 
count, motility, and morphology. Six of the seven preg- 
nancies associated with an abnormal semen analysis 
terminated in abortion. The woman who had a success- 
ful pregnancy was studied for the first time when she was 
eight weeks’ pregnant. There had been abstinence from 
intercourse for one month before the specimen was 
obtained, and although the count was reduced the differ- 
ential was normal. Such a finding may represent a 
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technical error due to loss of the first portion in the 
collection. 

Abnormal semen on analysis occurred as a sole defi- 
ciency only once in the total series. Although it would 
appear to be a defect with grave prognostic significance, 
it must be remembered that such defects can be corrected 
to some extent by urological care and improved general 
hygiene. Two of the women in the present series aborted 
at a time that the husband was found to have defective 
semen analysis. One of the women had lowered thyroid 
function and the other vitamin-E deficiency. Both 
women returned for study several years later, at which 
time normal semen specimens were obtained for analysis. 
Both delivered normal babies at term, the former with 
thyroid therapy and the latter without therapy, as during 
her second period of study the serum-tocopherol level 
was normal. 

ANATOMICAL ABNORMALITIES 


Anatomical abnormalities were encountered seven 
times in the entire series, but only once as a sole factor. 
Five of the seven pregnancies terminated in abortion. 
Three women who had bicornate uteri aborted. This 
condition occurred as a sole defect twice; once assou uicd 
with a lowered thyroid function, and once with an 


TABLE 2.—Correlation of Pathological and Endocrine Patterns 
in 41 Cases of Abortions 


Pathological 
Type of Thyroid 


Time of Abortion, 
Abortus Status ys 


Cases VI-VIL Low Normal 0-90 91-120 121-22) 2214- 
3S ae 7 1 6 2 6 2 0 
Group 2........ 15 10 5 10 5 11 3 1 <i 
Group 3........ 10 ‘se 10 3 7 i 2 5 3 
1 2 6 3 2 3 
ere 41 18 23 21 20 19 ” y 3 


abnormal semen analysis. Three women had myomas of 
the uterus; all were associated with lowered thyroid 
function, and two had had myomectomies. Two of these 
women aborted while receiving apparently adequate 
therapy; the third delivered at term. This woman had had 
the last of her three consecutive abortions after a 
myomectomy and prior to thyroid therapy. The seventh 
patient in the group had a malformation of the urogenital 
sinus with a rectovaginal cloaca; she also had abnormal 
thyroid function and carried to term successfully while 


receiving therapy. DIABETES 


There was only one woman in the series known to 
have had diabetes. The patient was a 34-yr.-old multi- 
gravida who had had two normal term pregnancies, 
followed by two abortions. In a second marriage she had 
a third abortion. During three subsequent pregnancies 
she was studied, and no abnormalities were found. No 
specific therapy was given in any of these pregnancies. 
The first went to term; the second resulted in abortion, 
and the third again went to term. The year after the last 


8. Gudernatsch, J. F.: Feeding Experiments on Rats: III. A Further 
Contribution to the Knowledge of Organ with an Internal Secretion, Am. 
J. Physiol. 36: 370, 1915. 

9. The dose was determined by endometrial biopsy studies (Seegar, 
G. E.: Am. J. Obst. & Gynec. 39: 469, 1940). Linguet® administration 
of pregneninolone does not enable one to reduce the dose, as it has been 
determined also by biopsy studies that 60 mg. of pregneninolone given 
sublingually produces minimal progestational changes in the properly pre- 
pared endometrium. There is no progestational change demonstrable in 
the majority of cases at a lower dose level. 
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delivery, she displayed a diabetic-type dextrose tolerance 
curve. The relationship between the diabetes and the 
previous reproductive difficulties is problematical. Per- 
haps, however, women with late miscarriages and no 
abnormal findings deserve careful follow-up studi-s 
throughout the years. 


PATHOLOGICAL CLASSIFICATION OF ABORTIONS 

A correlation of the types of endocrine patterns with 
the pathological type of the abortus is show in Table 2. 
The more abnormal abortus are closely correlated with 
abnormal chorionic-gonadotropin values. 

Among the eight cases in group 1, i. e., those showing 
defective chorionic-gonadotropin, only one abortus was 
normally developed; the other six were of a low Carnegie 
type. 

There were 15 patients in group 2, i. e., those showing 
both defective serum chorionic-gonadotropin and preg- 
nanediol excretion. Ten abortuses were defective, being 
Carnegie Types I to V; three were Carnegie Type VI 
abortus; two were Type VII. 

Of 10 patients in group 3, i. e., those with normal 
chorionic-gonadotropin values and abnormal pregnane- 
diol, eight delivered normally formed fetuses; one de- 
livered an abortus that showed extrophy of the bladder 
and abdominal eventration, and one delivered a Carnegie 
Type VI, i. e., a normally formed, fetus but not of the 
proper developmental age. The latter two patients had 
early luteal failures. 

Of the eight patients in group 4, i. e., those showing 
no hormonal pattern abnormalities, seven aborted nor- 
mally formed fetuses and one had a defective abortus. 
It is of interest that the sperm of this patient’s husband 
was defective on analysis. 

When the thyroid status of these women was analyzed, 
a greater incidence of low thyroid function was corre- 
lated with defective chorionic-gonadotropin and low 
Carnegie types of abortus; the maiority of <bortions also 
occurred at an early stage of pregnancy. As might be 
expected, the women in group 3, i. e., those who had 
normal chorionic-gonadotropin values and low placental 
pregnanediol values, tended to abort late; three of these 
women carried to 220 days or more, two giving birth to 
living infants that survived several hours. 


THERAPY 

The aim of therapy has been to restore all demon- 
strable abnormalities to normal. Therefore, all defects 
found have been treated when feasible. An attempt has 
been made to study patients before they become preg- 
nant, as it is Our impression that the most effective treat- 
ment is usually given before or in the cycle during which 
pregnancy occurs. If no defect was found, no specific 
therapy was given. 
Thirty-two to 96 mg. a day of desiccated thyroid has 
been the range of dosage, although an occasional patient 
has received 128 mg. a day. Experience with hyper- 
thyroid states in women and excessive thyroxin adminis- 
tration in experimental animals * has amply demon- 
strated that overdosage with thyroid may be disastrous. 
Therapy is started three months before a pregnancy is 
advised. 
Sixty milligrams of pregneninolone (progestoral®) ° 

a day given orally, or 12.5 mg. of progesterone daily 
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given intramuscularly, has been used for luteal-preg- 
nanediol deficiencies. The most effective therapy is given 
in the cycle during which pregnancy occurs. With the 
use of basal temperature curves, it can be prescribed on 
the fifth postovulatory day and continued as long as 
indicated by urinary pregnanediol determinations. 

The amount of progestogen necessary as supplemen- 
tary therapy in the late placental-pregnanediol defi- 
ciencies is not well established. In the present series oral 
doses of 150 mg. a day of pregneninolone or intra- 
muscular administration of 25 mg. of progesterone, has 
been generally employed. The pregneninolone has been 
preferred, as it is not recoverable in the urine as 
pregnanediol and, therefore, does not interfere with the 
interpretation of the pregnanediol data. 

The dose of vitamin E as alpha-tocopherol (ephynal®) 
acetate has been 25 mg. a day for two or three months, 
or until the serum-tocopherol level is within normal 
limits. 

Women with chorionic-gonadotropin deficiencies have 
not been treated, as these deficiencies have been inter- 
preted as reflecting the poor developmental state of the 
conceptus. If this assumption is correct, the use of 
chorionic-gonadotropin as replacement therapy is un- 
tenable. 

Dietary deficiencies have been corrected when indi- 
cated. Careful attention is also given to the general 
hygiene and habits of the patient. 

It should not be necessary to say that good prepartum 
obstetrical care is the fundamental basis for all therapy. 
Without it, every specific therapy may prove futile. 


EVALUATION OF THERAPY 

The evaluation of therapy must be made on the basis 
of data from patients having three or more previous 
consecutive abortions. There were 74 pregnancies 
studied among patients in this classification. Sixteen of 
these women had had previous term pregnancies. Forty- 
five pregnancies carried to term, and 29 aborted. 

In Table 3 the 74 pregnancies have been divided into 
three groups, according to the indications for therapy 
and therapy given. Group A represents those pregnancies 
during which indications for therapy were found, and 
adequate therapy was given. Group B represents those 
pregnancies during which therapeutic indications were 
found, but no therapy was given—usually because the 
patient presented herself for study when already preg- 
nant or because the indications for therapy were not 
recognized in time. Group C represents those pregnancies 
in which no basis for therapy was discovered, and, there- 
fore, no therapy was given; this group includes those 
women in whom an anatomical abnormality and the 
husband’s defective semen on analysis were the sole 
defects. 

When the pregnancies are thus classified according 
to abortions and term deliveries, it is apparent that there 
is an 85% therapeutic success in group A, or the treat- 
ment series. In group B, in which therapy was indicated 
but not given, the term delivery rate is only 21%. It is 
of interest that the five successful pregnancies in this 
group all showed placental types of pregnanediol defi- 
ciencies, and two terminated in premature deliveries with 
live babies that survived. As can be seen from a careful 
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study of the pregnanediol range found among this group 
of patients (Fig. 12), the pregnanediol deficiencies were 
relative to those in pregnancies of normal women, not 
absolute. It is possible that women with such deficiencies 
are maintained in a relatively delicate state of balance 
and may carry at least to viability if nothing untoward 
occurs to disturb this balance. In Group C, in which no 
therapeutic indications were discovered, and, therefore, 
no specific therapy was given, 50% of the pregnancies 
ended in term deliveries. By adding groups A and C 
together, the total number of patients managed accord- 
ing to indications is obtained. Forty of 51 pregnancies, 
or 78%, carried to term. This figure probably best 
represents the expected therapeutic success for women 
with habitual abortion, using the method of case manage- 
ment described, with present methods of investigation 
and adequate therapy. 

All the infants delivered in the present series were 
physically normal. There is no reason to believe, from 
the material at hand, that therapy in women with re- 
peated abortion enhances the probability of a malformed 
child. 


TABLE 3.—Summary of Therapy and Therapeutic Indications 
Among 74 Pregnancies Studied in Women with Three 
or More Consecutive Abortions 


% 
Aborted Term Total Success 
Group A 


Therapeutie indications: 
Therapy GiveN....cccccccccccs 6 35 41 § 


Group B 
Therapeutic indications: 
No therapy Ziven...cecccccee 18 5* 23 22 


Group © 


No therapeutie indications: 


" ie In all five cases patients had pregnanediol deficiencies (2 premature 
abies). 


n one case the husband’s sperm was defective. In a second case 
there was defective sperm and bicornate uterus. A third patient had a 
bieornate uterus. 


SUMMARY AND CONCLUSIONS 

A method for the study of women with reproductive 
problems is presented in an effort to clarify some of the 
etiological factors involved in such disorders. With the 
diagnostic methods used, certain divergent groupings 
have emerged. It is to be hoped that, with the acquisition 
of further knowledge in the field of reproductive physi- 
ology, additional diagnostic aids will become available 
for the extension of this method of approach. 

One hundred and twenty pregnancies have been 
studied in women with abnormal reproductive histories. 
Repeated serum chorionic-gonadotropin assays, deter- 
minations of urinary pregnanediol, basal metabolic rate, 
blood cholesterol, blood sugar, dextrose-tolerance curves, 
and serum tocopherol, and analysis of husband’s semen, 
in addition to the routine gynecologic type of investiga- 
tion, have been made. Forty-eight of 120 pregnancies 
resulted in abortion and 72 in delivery at or near term. 

A comparison of certain endocrine patterns during 
term pregnancies in women having poor reproductive 
histories with those in normal women shows that both 
the median chorionic-gonadotropin and the pregnanediol 
levels are somewhat lower than normal. The median 
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values during pregnancies terminating in abortion are 
still lower than those proceeding to term and markedly 
lower than those noted during pregnancies of normal 
women. 

Four types of endocrine patterns are recognized 
among the pregnancies terminating in abortion, and it 
is apparent that such patterns may be useful in clarify- 
ing the etiology of abortion. The same patterns are 
discernible in a less exaggerated form among term preg- 
nancies of women with poor reproductive histories. 

The pathological types of abortus are closely correl- 
ated with the hormonal patterns. 

In the majority of instances multiple deficiencies were 
found. Lowered thyroid function occurred 67 times, 
pregnanediol deficiencies 39 times, chorionic-gonado- 
tropin deficiencies 27 times, vitamin-E deficiencies 20 
times, and semen abnormalities and anatomical pelvic 
defects each seven times. 


The aim of therapy has been to correct all demon- 
strable deficiencies. When this was accomplished, the 
therapeutic success was 78% in patients with three or 
more previous consecutive abortions. If those preg- 
nancies in which no therapeutic indications were found 
are excluded, the therapeutic success rises to 85%. 

715 N. Charles St. 1 (Dr. Jones). 


ABSTRACT OF DISCUSSION 


Dr. J. P. Pratt, Detroit: One of the fallacies regarding the im- 
portance of the corpus luteum in the maintenance of pregnancy 
and abortion began nearly half a century ago with the experi- 
mental work of Fraenkel on rabbits. When he removed or de- 
stroyed the corpus luteum during pregnancy in those animals, 
abortion always resulted. It was assumed that the cause of abor- 
tion in women had been found, and numerous preparations of 
corpus luteum, now known to lack potency, were employed. Ex- 
cellent results were acclaimed, Gradually, it was learned that 
species differed a great deal in their needs for the corpus luteum 
to maintain pregnancy. It would be possible to classify different 
species according to this relationship, with rabbits at one extreme 
needing the corpus luteum throughout pregnancy and guinea 
pigs at the other extreme. Just where the human being belongs 
in this series is still debatable, but there is good evidence that, 
in general, the importance of the corpus luteum has been over- 
rated. Numerous instances are on record showing that pregnancy 
has proceeded normally even though the corpus luteum had been 
removed as early as the 21st day of the cycle. It was stated that 
the known function of chorionic gonadotropin is to prolong the 
secretory capacity of the corpus luteum. May I ask Dr. Jones 
whether she refers to the human being or some other species. 
If the reference is to human beings, how can one explain the 
finding of a normal level of chorionic gonadotropin in 18 of 41 
women who aborted? It would be still more enlightening if 
we knew how many women with a low level of chorionic 
gonadotropin carried their pregnancy normally to term. It is 
accepted that the trophoblast secretes chorionic gonadotropin. 
What explanation is there for such a rapid rise to a peak about 
the fiftieth day? If it is to be assumed that the level of chorionic 
gonadotropin reflects normality of growth of the conceptus, why 
does the level of secretion fall so early in normal pregnancy 
while the conceptus is still growing? Is it fair to assume that 
chorionic gonadotropin is a quantitative indicator of normalcy 
of the trophoblast? Pregnanediol determinations were offered as 
evidence of normalcy of pregnancy. It was assumed that the 
placenta secretes progesterone and that the placenta takes over 
the process of supplying progesterone after about the 100th day 
of pregnancy. It is established that progesterone is found in 
the placenta, but is there any satisfactory evidence that it is 
secreted by the placenta? Of the 41 women who aborted, 16 had 
normal pregnanediol levels. This corresponds with other reports 
that women with normal or even high levels have aborted and 
women with persistently low levels of pregnanediol have deliv- 
ered normally at term. It is interesting to note that many varia- 
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tions from normal were found; sometimes several in the same 
patient. The report of the assays of chorionic gonadotropin and 
pregnanediol in this group of patients is a distinct contribution. 

Dr. PENDLETON TOMPKINS, San Francisco: Arthur Hertig and 
others found that more than 50% of aborted embryos were 
anatomically abnormal. If more than half of all abortions are 
due to fetal maldevelopment, it would seem to be impossible— 
or unwise—to salvage more than 50% of the jeopardized preg- 
nancies. So strong has been the impression made by Hertig’s 
figures that a question has arisen with regard to reports of 70 
and 80% success in the treatment of repeated abortion. The issue 
is whether the successes may be attributed to the therapy admin- 
istered, or whether the successes are due to the happy chance that 
a “better” ovum has been fertilized by a “better” sperm. Dr. 
Jones implies that a husband with a “deficient sperm count” may 
be responsible for fetal malformation. I have not seen any data 
on the human being that proves that sperm of poor quality pro- 
duces embryos of poor quality. Some anomalies are due to mal- 
nutrition of the mother, some to viruses, and some to genetic 
factors. After adding all these known influences we are left with 
no explanation for the majority of abnormalities. That the con- 
ceptus might be influenced by its environment is a foregone 
conclusion; nevertheless, it is a conclusion not easily proved. 
The work by Dr. Jones is important because it demonstrates 
by objective measurements (hormone assays) a correlation be- 
tween a faulty endocrine environment and a defective embryo. 
She concludes that the environment influences the development 
of the embryo. The reverse position, namely, that a faulty 
embryo usually produces an abnormal endocrine balance, is 
scarcely tenable for, if this were true, administration of hor- 
mones to the mother should not be effective in preventing 
abortion. We ask at what stage in gestation this environment 
is requisite. The author secured the best results when corrective 
therapy was first administered in the cycle of conception or in 
the previous cycle. Her results re-enforce the suggestion by 
Rutherford and others that in cases of habitual abortion proges- 
terone should be administered immediately after ovulation when 
it seems likely that fertilization has occurred. The basal tempera- 
ture chart is useful when such a plan is undertaken. 


Dr. G. E. S. Jones, Baltimore: Dr. Pratt asks if we mean 
chorionic gonadotropin prolongs the life span of the corpus 
luteum in the human being. We did mean that. Experiments 
using chorionic preparations in normal, nonpregnant women 
substantiate this fact. Dr. Pratt asked: If this is true, how do 
we account for the findings of normal chorionic gonadotropin 
in 18 of 41 women who aborted? I think chorionic-gonadotropin 
failure, or trophoblastic abnormalities, are only one cause of 
abortion. Abortion in women with normal chorionic-gonado- 
tropin values must have some other cause, such as anatomical or 
nutritional faults. How do we account for the fact that the 
trophoblastic secretion of chorionic gonadotropin rises to its 
peak at the 50th day and then declines? The histological evidence 
indicates that the trophoblastic cellular activity is also at a peak 
about that time. Perhaps the corpus-luteum cells are increasingly 
difficult to stimulate, and, therefore, more and more hormone 
may be necessary. After the 50th day it is possible to remove 
the corpus luteum in the human being and still maintain the 
pregnancy. This is another indication that the placenta takes 
over the progesterone function. In animals, of course, even ani- 
mals as high in the scale as the ape, the chorienic gonadotropin 
is not produced after the first trimester of preguancy. This may 
indicate that chorionic gonadotropin has no function after the 
first trimester of pregnancy and is simply an additional protec- 
tive mechanism in the human woman. Why are there women 
with normal pregnanediol levels who aborted and ones with low 
levels who did not abort? A normal pregnanediol level is no 
more proof against an abortion than a normal chorionic-gonado- 
tropin value. Mechanical and anatomical factors may play a 
part in such case, as well as other unknown factors. Most of 
the patients who showed low pregnanediol levels early in preg- 
nancy and did not abort were being treated with pregneninolone, 
which, although a progestogen, is not excreted as pregnanediol. 
We believe this may have helped such women to continue to 
term. Some of the women with low levels later in pregnancy 
apparently could carry to term without treatment. This is another 
indication that the deficiency is a relative rather than an abso- 
lute one. 
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SKIN GRAFTING FOR THE GENERAL PRACTITIONER 
. Donald E. Barker, M.D., Los Angeles 


Since the last war, there has been a marked shift of skin 
grafting from the specialist to the general practitioner 
and general surgeon. The practitioner in the small town 
is unable to send his smaller burn cases to the city and 
therefore has to treat them himself. Those who have had 
little experience in this field are confused by the vast 
array of literature and unexplained terms of grafting. An 
attempt is made here to provide a simple means of graft- 
ing for physicians practicing in small communities. As 
many articles have been written on the care of wounds 
and burns, repetition here would be of little value. To the 
general practitioner, much of the material written about 
grafting is either not on hand or unobtainable at the time. 
For this reason, only the simple dressings are described 
here. 


Any wound can be grafted. However, one is more suc- 
cessful if the wound is clean. The term “clean” is con- 
fusing, but it means that the area to be grafted should 
be free of necrotic tissue and gross pus. If there is a 
pronounced purulent discharge from the wound, a simple 
dressing saturated with a 2% boric acid solution every 
three hours for two to three days will remove the gross 
contamination. No open wound is ever entirely free of 
some discharge. One may also take a knife and scrape 
off the old granulations several days before grafting and 
put on a dressing to which has been applied 2% boric 
acid ointment. This is wrapped securely so that a firm 
pressure is applied. 


METHODS OF SKIN GRAFTING 

There are a number of means of taking skin grafts. 
The use of a long skin grafting knife is not advisable 
because of the training necessary to master its use. I do 
not like the pinch grafts either, because they almost 
double the operating time and also cause bad disfigure- 
ment of the donor and recipient site. The machine I prefer 
is the vacutome, which uses only suction for obtaining 
the grafts. It is inexpensive and simple to operate; any- 
One can cut a graft with it. There are no special glues or 
tapes to buy nor does it get out of order. Figure 1 shows 
the machine ready for use. The thigh is the donor area 
used by most physicians in obtaining a graft. I usually 
prepare the thigh all the way around, and then place a 
sterile rolled-up sheet under the thigh to flatten it out 
so that a wide graft can be obtained. A graft taken at 
0.015 of an inch thick is ideal for any situation, although 
some persons recommend one thickness of skin for one 
procedure and another for some other procedure. The 
depth of cut is simply adjusted by turning the thumb 
screw two notches to the-left. A thin layer of petrolatum 
(vaseline) is applied to the skin where the graft is to be 
taken. The vacutome is attached to any standard suction 
found in any hospital. The machine is then pressed on 
the skin, and the knife is rotated into position so that it 
touches the skin. With easy strokes, the knife is moved 
back and forth while the machine is slowly pulled along 


the skin. Care is taken that the blade holder is held tight 
against the box at all times. The graft that has been cut 
rolls over the back of the blade holder. When the desired 
length of graft is obtained, one lifts the machine off and 
cuts the graft with a pair of scissors. Figure 2 shows a 
Steinmann’s pin inserted under the skin for counter- 
traction. The graft obtained is shown in figure 3. This 
machine has several advantages over the glue type. They 
are as follows: (1) Time is saved when glue is not used. 
(2) The glue does not have to be removed from the skin 
after the graft is taken. This often causes the skin to be- 
come rolled and glued together unless it is handled care- 
fully. (3) Humidity and sterilizing solutions do not affect 
the area where the graft is obtained. Figure 4 shows a 
graft one year after operation. 

Another method of obtaining grafts is the use of the 
dermatome or glue machine. The depth of cut can be 
adjusted here in a similar manner to that of the vacu- 


Fig. 1.—Photograph showing vacutome in position. 


tome. The trick in the use of this machine is for one to 
Cleanse the skin with tincture of benzalkonium (zeph- 
iran*) chloride or thimerosal (merthiolate* ) and after it 
has dried, to thoroughly dry the area by wiping it repeat- 
edly with an ether-soaked sponge. The glue is applied to 
both the drum of the machine and the skin and should 
be allowed to dry for five minutes before the machine is 
applied to the skin. This glue is on the order of the com- 
mon tire cement and holds better after a long period of 
drying than when it is just applied. The drum is applied 
to the skin and held in place about 10 seconds to get 
union, and then one should very carefully bring the 
knife into position against the skin. If the glue does not 
hold, it is useless to try and press it on again, as it has 
pulled off from either the skin or the drum. In this case, 
it is necessary to take the drum off and reapply the glue. 
The graft is cut when the blade moves along in a manner 
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similar to that of the vacutome. After the graft has been 
cut, it is picked up on the corners with hemostats and 
pulled off the drum. Care should be used so that the skin 
surfaces do not touch, or they will stick together. To pre- 
vent sticking, the surface may be dusted with sulfathiazole 
powder or petrolatum may be applied. 


Fig. 2.—Photograph showing Steinmann’s pin used for countertraction. 


TREATMENT OF GRAFTS 

There are many methods in treatment of the grafts. I 
will explain only the simple ones that can be used with 
the facilities at any hospital. On my grafts, I like to make 
drain holes with a no. 11 blade and then sew them in 
place. Bieeding should be controlled prior to application 
of the graft. I prefer to sew my grafts in place with a no. 
3-0 silk; however, any kind will do. A method that forms 
a secure dressing is to leave the ends of some of the 
sutures very long so that they can be used to tie a number 
of fluffed-up sponges in place and give localized pres- 
sure. The simplest type of dressing to use over a graft is 
4 by 4 in. gauze opened up and laid on the graft. On top 
of this should be placed a number of flat sponges moist- 
ened with either 2% boric acid or normal saline solu- 


Fig. 3.—Photograph showing graft obtained over a firm base without 
suction. 


tions. A few fluffed-up sponges on top of this forms an 
ideal dressing. I usually tie them in place with the sutures, 
although this is not necessary. It is bandaged with a 
sterile elastic bandage. Ordinary rolled bandage is poor 
because of its inability to give steady pressure. The dress- 
ing is moistened every three hours with either boric acid 
or saline solutions. 
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An alternate method is for one to apply strips of 
petrolatum gauze over the graft and on the top of this, 
place the sponges and the fluffs. If petrolatum gauze is 
not available, one can cut a number of strips of 2 inch 
roller bandage and apply sterile petrolatum or nitrofura- 
zone (furacin®) to these. I usually use antibiotics for the 
first week as an added precaution. Over the donor area, 
strips of vaseline gauze are applied, and a pressure band- 
age similar to that on the graft is used. 

When should one look at the graft? If there is no odor 
from the dressings and the temperature remains under 
100 F., I ordinarily do not change the dressings for four 
to five days. However, if the dressing becomes foul or 
the temperature spikes to 102 to 103 F., the dressing 
should be very carefully removed as early as the end of 
48 hours. When the dressing is changed, any pustules or 
blisters in the graft are opened. In case of any infection, 
wet dressings are immediately applied. Once the initial 
dressing has been changed, I always change the dressing 
every Other day. This gives better healing. The sutures 
are removed on the eighth day, and usually all the band- 
ages may be removed by the eighteenth day. On the 


Fig. 4.—Photograph showing neck graft one year after operation. 


legs, it is usually wise to apply an ace bandage for a 
period of three months to prevent the swelling of the leg 
following this immobilization. It is a good idea to have 
the patient apply hydrous wool fat (lanolin) or petro- 
latum to the graft for several months to prevent drying 
of the graft. 
SUMMARY 

A simple method of taking and applying skin grafts 
is described. An attempt has been made to limit the mate- 
rials used in the care and preparation to those found in 
any hospital or clinic. 


727 W. Seventh St. 


The Physician’s Responsibility.—We owe it to our patients to 
keep our skill at its peak by practicing, in our own expenditure 
of physical and mental energy, the moderation which we preach 
to them, and by utilizing the cultural and spiritual resources 
afforded by wholesome recreation, reading, home life, and wor- 
ship. An extensive practice is exhausting; and when we become 
overtaxed our medical judgment wavers, our patients are denied 
their rightful consideration, and we become guilty of that 
assembly-line type of treatment which we so greatly deplore in 
England.—A. M. Phillips, M.D., The Physician’s Responsibility, 
Journal of the Medical Association of Georgia, April, 1951. 
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CLINICAL NOTES 


SARCOIDOSIS DIAGNOSED BY MEANS OF 
SUBCLAVIAN LYMPH NODE BIOPSY 


REPORT OF A CASE 


Lieutenant Commander Harry A. Weiss (MC), U.S.N.,; 
Lieutenant Commander Robert M. Campbell (MC), 
U.S.N.; Lieutenant Commander George C. Budenz 
(MC), U.S.N., and Commander Carl M. McCandless Jr. 
(MC), U.S.N. 


This case is reported because of its interesting features 
and because it illustrates the use of a new diagnostic aid 
in confirming a clinical impression of pulmonary sar- 
coidosis. 

Frequently a histological diagnosis of Boeck’s sarcoid 
is impossible because there is no superficial lymphade- 
nopathy. In a series of such cases recently reported, a 
method of obtaining lymph nodes or lymphoid tissue 
from the fat-filled space overlying the scalenus anticus 
muscle was described by Daniels.’ 


REPORT OF CASE 

The patient, a 48 year old man, was admitted April 5, 1949 
“for a check-up.” 

In November 1941 he had had influenza, which persisted 
despite the usual palliative measures. He was studied at a hos- 
pital for six weeks. Because of the chronic cough with expec- 
toration of mucoid sputum, weight loss, fatigue, increased 
erythrocyte sedimentation rate and appearance of the chest 
roentgenogram, a diagnosis of pulmonary tuberculosis was made. 
Results of the sputum studies and the tuberculin test were nega- 
tive. He was discharged after being advised as to diet, rest, etc. 
After a month he felt well and returned to his clerical work. 
The patient remained well except for a mild cough with expec- 
toration of 150 ml. of greenish sputum daily and periodic night 
sweats. He maintained his weight. Beginning in 1943 he infre- 
quently had blood-streaked sputum. Various physicians followed 
him during this period. In 1945 ease of fatigability developed, 
and he lost 50 pounds (22.7 Kg.) of weight in the next three 
years. Since 1945 he had been under constant medical super- 
vision by private physicians, a medical school clinic, a county 
sanatorium and a naval hospital. During the past eight years, 
results of stains, cultures and inoculations of guinea pigs with 
sputum and bronchial washings were repeatedly negative. The 
patient had semiannual chest roentgenograms. He estimated that 
the reactions to at least 30 tuberculin tests had been negative. 
Reactions to the tuberculin tests performed on his wife and 10 
year old son were negative. At one time Pseudomonas aeruginosa 
was cultured from his sputum, and he was subsequently treated 
with a vaccine, penicillin, sulfonamides and streptomycin, with- 
out apparcat effect. He had had asthma since 1943 and obtained 
‘relief from tripelennamine (pyribenzamine®) hydrochloride. 
Skin tests showed sensitivity to bananas. His weight had been 
constant during the past year. He requested admission for a 
periodic check-up. 

The review of systems disclosed no other abnormalities. 

His past history included mumps, whooping cough and 
measles in childhood and a Gonococcus infection in 1925. His 
family history was not pertinent except for its negativity. There 
were no known cases of tuberculosis. 

Examination showed a middle-aged man in no distress except 
mild shortness of breath. The temperature was 98.2 F., pulse 
rate 86, and respiratory rate 26; the blood pressure was 98 sys- 
tolic and 64 diastolic. The trachea was deviated to the left. There 
was a respiratory lag throughout the left hemithorax. Breath 
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sounds were diminished at the base of the right lung. There was 


* dulness over Kernig’s isthmus bilaterally. There were crepitant 


rales over the apexes of both lungs. There was moderate club- 
bing of the fingers. The vital capacity was 2,800 ml., 65 per 
cent of the calculated normal. There were no palpable lymph 
nodes. 


Results of the Kahn blood test were negative, and the biood 
cell count and urinalysis were normal. The sedimentation rate of 
erythrocytes was 25 mm. in one hour. Serum protein was 5.7 
Gm. per 100 ml., with 3.0 Gm. of albumin and 2.7 Gm. of 
globulin. Reaction to the histoplasmin skin test was positive; 
reactions to the coccidioidin and tuberculin skin tests were nega- 
tive. Results of the smears and cultures of the sputum and 
bronchial washings were negative. The Kveim test was not per- 
formed. The electrocardiogram showed left axis deviation. 

We were able to obtain chest roentgenograms dating to Janu- 
ary 1945 from outside authorities and to compare them with 
current roentgenograms. The earliest showed a diffuse fibrotic 
infiltration occupying the upper half of the right lung field and 
a similar but less extensive infiltration of the left midlung field. 
The pleura was thickened over the apex of the right lung, and 
small calcifications were present within the bilateral lesions. The 


Fig. 1—A representative chest roentgenogram view. 


nodes at the root of the right lung were enlarged and were of 
the type sometimes described as “potato nodes.” The right hilus 
was drawn laterally by the fibrosis. Emphysematous changes 
were present in both bases, and adhesions to the diaphragm and 
pericardium were present. Roentgenograms of July 1947 and 
August 1948 demonstrated bilateral progression of the lesions 
with infiltration into both bases. The lesions appeared softer 
than previously, although more calcifications had developed. 
The right hilus remained enlarged, and the left hilus had in- 
creased in size. 

The examination of April 1949 showed bilateral decrease of 
the lesions, which were now entirely fibrotic. The right hilus 


From the United States Naval Hospital, Corona, Calif. 

This article has been released for publication by the Division of 
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had decreased in size, although the left hilus had remained en- 
larged. At no time in this series of roentgenograms was cavita- 
tion demonstrated. In view of the long series showing extensive 
bilateral changes of fibrosis and calcifications, but without cavi- 
tation, the presence of a chronic fungus infection should be 
considered, although tuberculosis must be ruled out. The calci- 
fications were of the type described in histoplasmosis. The en- 
larged hilar nodes suggested sarcoidosis. Figure 1 shows a rep- 
resentative chest roentgenogram view. 

Because of the history, the contrast between the appearance 
of the chest roentgenograms and the patient’s clinical condition, 
the negative tuberculin reactions, the failure to identify bacilli 
in the sputum, and the negative tuberculin reactions in members 
of his immediate family, a diagnosis of sarcoidosis was consid- 
ered. On April 19, 1949, operation was performed. 

The gross specimen removed consisted of a mass, 3.0 by 1.7 by 
0.7 cm., with some adherent adipose tissue on the surface. Micro- 
scopic sections revealed a lymph node with an intact thin fibrous 
capsule. In some areas were scattered germinal centers, which 


Fig. 2.—A microscopic section of lymph node. 


appeared normal. Irregularly distributed throughout the lym- 
phoid tissue were tubercle-like structures, which varied in size 
from a single tubercle to groups of six to eight tubercles, none 
showing caseation necrosis. In many of these were one or more 
multinucleated giant cells. In the reticular tissue of the node and 
in several tubercles there were scattered eosinophils, and within 
epithelioid cells of some areas there was granular brown pig- 
- ment. Diagnosis was Boeck’s sarcoid of a lymph node. Figure 2 
shows the typical microscopic appearance. 


OPERATIVE TECHNIQUE 


The surgical technic employed in obtaining the biopsy speci- 
men is essentially the same as the procedure used in doing a 
phrenic nerve crush. A short horizontal incision is made 1 finger- 
breadth above the clavicle, extending laterally from over the 
lateral border of the sternocleidomastoid muscle. The incision 
is carried downward by blunt dissection, the lateral border of 
the sternocleidomastoid being retracted medially, to the scalenus 
anticus muscle. The scalenus anticus is then freed medially and 
dependently, thus exposing a space filled by a fat pad, from 
which the biopsy specimen is taken. 
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Anatomically the fat pad contains lymphoid tissue which is 
part of the mediastinal drainage system. If the lymph nodes are 
not visible grossly or palpable, a generous portion of the fat pad 
is removed for histological study. On the other hand, as in the 
case reported, the fat pad space may be filled by a large, soli- 
tary lymph node which can be freed and delivered with ease. 


SUMMARY 
We have presented a case that we consider to be an 
instance of pulmonary sarcoidosis and have illustrated 
a procedure that may be of assistance in establishing the 
diagnosis of this and other intrathoracic conditions. 


HYPERVITAMINOSIS A WITH INFANTILE 
CORTICAL HYPEROSTOSIS 


Irving E. Rineberg, M.D., New Brunswick, N. J. 
and 


Robert J. Gross, M.D., New York 


In recent years, and particularly since the report of 
Caffey and Silverman in 1945, attention has been directed 
to what appears to be a new clinical entity found in 
infants. The disease has been called infantile cortical 
hyperostosis, or Caffey’s disease.' At 4 to 6 months of 
age the patient manifests fretfulness, irritability, loss of 
appetite. The course is febrile or subfebrile. Painful thick- 
enings of the upper and lower extremities associated 
with circumscribed, soft tissue areas of induration and 
swelling develop in the extremities, the head, face and 
the chest wall. In 1930 Roske ? reported a closely similar 
syndrome. An increasing number of cases are being re- 
ported in the literature, particularly from large clinics 
that have reexamined their old files of pediatric films and 
have failed to find these changes on reevaluation of their 
earlier studies.* The conclusion, therefore, seems justified 
that physicians are dealing with a relatively new entity 
and not a condition that was previously overlooked. As 
the literature dealing with this peculiar generalized affec- 
tion accumulates, more and more variations of the clini- 
cal picture are found, as compared with those originally 
described by Roske in 1930 and by Caffey in 1945. The 
case to be reported here is of particular interest for two 
reasons: (1) The age of the patient having signs and 
symptoms of infantile cortical hyperostosis was 33 
months at the onset of illness, much older than any 
previous case described in the literature, and (2) the 
history of the case suggests that hypervitaminosis, 
although often minimized as a cause, may be the under- 
lying factor. 

REPORT OF A CASE 

J. Z., a girl, was born Oct. 27, 1946. Delivery was normal, 
and the infant appeared normal at birth. Development progressed 
satisfactorily, except that teeth did not appear until the age of 8 
months. However, at 22 years of age she had normal dentition. 


From St. Peter’s General Hospital, New Brunswick, N. J. (Dr. Rine- 
berg), and the New York Medical College, Flower and Fifth Avenue 
Hospitals, New York (Dr. Gross). 

1. Caffey, J., and Silverman, W. A.: Infantile Cortical Hyperostosis: 
Preliminary Report on New Syndrome, Am. J. Roentgenol. 54: 1-16, 1945. 

2. Roske, G.: A Peculiar Bone Disease in Infancy, Monatsschr. f. 
Kinderh. 47: 385-400, 1930. 

3. Scherman, M. S., and Hellyer, D. T.: Infantile Cortical Hyper- 
ostosis, Am. J. Roentgenol. 63: 212-222, 1950. 
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During the winters of 1948 and 1949 she suffered numerous 
attacks of tonsillitis and pharyngitis that were treated with sulfa- 
diazine and penicillin. During an office visit in November 1948 
the mother remarked that she had noted flaring of the lower 
ribs and beading at the costochondral junctions. Questioning 
revealed that about six months prior to this time the dietary 
vitamin supplement (concentrated oleovitamins A and D, navi- 
tul®) had been discontinued. A clinical diagnosis of mild rickets 
was made, and the mother was advised to administer 5 drops 
of the vitamin preparation daily. The subsequent course of the 
child was apparently uneventful. On April 30, 1949, tonsil- 
lectomy was performed. Recovery was normal. 

The child was not seen again until August. At that time the 
mother stated that she had noted swelling in and about the child’s 
left ankle, particularly on the outer side, for two days, and that 
the child had complained of pain in this region and walked with 
a limp. Physical examination revealed only diffuse soft tissue 
swelling in the region of the left ankle joint. The swelling was 
thought to be post-traumatic, and conservative treatment was 
advised. The child was seen again September 12, because the pain 
and limp had not improved and a hard mass had become ap- 
parent on the outer side of the left leg. The child during this 
period had become intensely irritable. The mother had also noted 
soft tissue swelling of both wrists and a dusky appearance of the 
overlying skin. The child experienced pain on movement of 
the wrists and refused to pick up objects or cried when using a 
spoon. A swelling was present in the mandibular region of the 
face, and circumscribed, tender soft tissue lumps were present 
on the calvarium. On September 12 a roentgenogram of the left 
ankle (fig. 1) revealed an area of subperiosteal calcification at 
the lateral aspect of the distal end of the shaft of the fibula and 
an accompanying swelling of the adjacent soft tissues. A cir- 
cumscribed soft tissue swelling was also seen in the region of 
the posterior triangle of the ankle. In the differential diagnosis 
trauma, tumor and inflammatory change were considered. During 
the succeeding three weeks the child was followed clinically and 
was observed to have frequent nose bleeds and tender elevations 
on the right side of her nose, the lateral surfaces of both knees 
and the metatarsal region of the right foot. Roentgenographic 
studies revealed areas of subperiosteal calcification along the 
margin of the left fibula and the left ulna, as well as thickening 
of the mandible (fig. 2). She was hospitalized October 1, and 
biopsy of the left fibula was performed. The incision was carried 


Fig. 1.—Left ankle showing area of subperiosteal calcification at the 
lower end of the shaft of the fibula with soft tissue swelling 


down to the periosteum, where thickening and elevation of the 
bone were detected. A small segment of bone extending to the 
medullary cavity was removed. Microscopic examination showed 
a strip of newly formed, poorly calcified bone of coarse fibered 
structure such as is usually seen in ordinary productive peri- 
ositis. # The marrow spaces were filled with fibrous marrow con- 
taining thin walled blood vessels and many osteoclasts. Much 
osteoblastic activity was seen along the bone surfaces (fig. 3). 
Pathological diagnosis was “productive periostitis.” 5 
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She was readmitted to the hospital October 17. She had 
become extremely irritable, lacking in appetite and unable to 
sleep. Routine laboratory studies showed the blood count to be 
essentially normal, hemoglobin 89 per cent, red blood cells 
4,770,000 and white blood cells 7,500, with a differential of 
polymorphonuclear leukocytes 57 per cent, lymphocytes 42 per 
cent and monocytes | per cent. The smear was normal. The 


Fig. 2.—Roentgenograms of the left leg and left forearm showing exten- 
Sive subperiosteal calcificatons. 


Mazzini and agglutination tests for typhoid, paratyphoid, Brucella 
and Proteus OX, were negative. The urine was normal. She was 
given 40,000 units of streptomycin every four hours, and her 
temperature, which ranged on admission between 100 and 101 
F., gradually subsided within the next six days. When the child 
left the hospital the irritability was less pronounced. She im- 
proved gradually thereafter and in March 1950 was completely 
free of symptoms. Some thickening of the leg and small, well- 
circumscribed, soft tissue elevations, were still noted over the 
base of the nose and over the calvarium (figs. 4 and 5). 


COMMENT 

The demonstration of subperiosteal calcifications in- 
volving a number of the long bones, correlated with the 
patient’s clinical appearance, suggested the syndrome 
described as “infantile cortical hyperostosis.” Although 
age of onset up to 18 months had been reported in the 
literature, the present case is noteworthy in the fact that 
the onset of the disease occurred when the child was 33 
months old. Subsequent questioning of the mother re- 
vealed one other interesting fact. In November 1948 
when the clinical suspicion of mild rickets had been 
entertained, 5 drops of navitol® daily were advised; how- 
ever, the mother, desiring to make up the deficiency of 


4. Dr. H. Jaffe of the Hospital for Joint Diseases, New York, reviewed 
the roentgenograms and slide and thought them characteristic of infantile 
cortical hyperostosis. 

5. Pathological studies were made by Dr. Sylvan Moolten, Director of 
Laboratories, St. Peter’s Hospital, New Brunswick, N. J. 
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vitamin D quickly, gave the child 1 teaspoonful of the 
vitamin preparation daily. This had been continued from 
November 1948 until August 1949, a period of nearly 
nine months. On recalculation it was determined that the 
child had received 185,000 units of vitamin A and 37,500 
units of vitamin D daily. 


Fig. 3.—Photomicrograph of biopsy specimen showing productive periostitis. 


The marked overdose of vitamin A and vitamin D is 
of particular interest in view of recent reports in the lit- 
erature of a disease complex caused by overdose of 
vitamin A, which has many signs and symptoms in com- 
mon with infantile cortical hyperostosis. Toomey ° re- 
ported a 23 month old infant with bone changes similar 
to those found in the aforementioned case. Blood studies 
in this infant revealed a marked increase in the vitamin 
A level. The child recovered spontaneously after vitamin 
A was withheld. With the mother’s permission, an experi- 
mental attempt to reproduce the clinical symptoms was 
~ made after the child’s recovery. He was given an in- 
creased dose of vitamin A utilizing a preparation contain- 
ing both A and D. The original symptoms and signs 
recurred. In order to rule out the possibility of vitamin 
D being responsible for the changes the experiment was 


6. Too , J. A., and Morissette, R. A.: Hypervitaminosis A, Am. J. 
Dis. Child. 73: 473-479 (April) 1947. 

7. Rothman, B. E., and Leon, E. E.: Hypervitaminosis A: Report of 
2 Cases in Infants, Radiology 51: 368-374, 1948. 

8. Wolbach, S. B.: Vitamin-A Deficiency and Excess in Relation to 
Skeletal Growth, J. Bone & Joint Surg. 29: 171-192, 1947. 

9. Boyes, J., and Demy, N.: Infantile Cortical Hyperostosis: A Familial 
Disease, Am. J. Roentgenol., to be published. 
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repeated utilizing only vitamin A. This too caused re- 
currence of symptoms and signs. 

Rothman and Leon‘ have reported two cases of 
hypervitaminosis A with characteristic bone changes. In 
their differentiation between hypervitaminosis A and 
infantile cortical hyperostosis they mention the age of 
Onset, involvement of the mandible with periosteal thick- 


ening, discrepancy between the length of time of increased 


vitamin administration and the amount of periosteal 
thickening. In hypervitaminosis A the periosteal thicken- 
ing in the cases they reported was slight compared with 
that noted in infantile cortical hyperostosis, and there 
was no suggestion of lamellation. In animal experiments 
Wolbach * and others have demonstrated marked effects 
from hypervitaminosis A and avitaminosis A in the 
growth and development of bone. 

Another factor that has recently emerged from the 
literature is the occurrence of a familial tendency. Boyes 
and Demy ° have described two instances in siblings and 
have referred to three occurrences in one family as re- 
ported by others. 


Fig. 4.—Left forearm approximately six months after the original roent- 
genogram. Both views show practically complete disappearance of the sub- 
periosteal calcifications. 


On the basis of these reports it appears we are dealing 
with a relatively new entity that, although at first con- 
fused with scurvy or syphilis, shows distinct differences. 
The inception of the disease historically coincides roughly 
with the era of increased vitamin intake in infant feeding. 
The occurrence of the disease in more than one member 
of the same family has been shown in certain instances. 
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Animal experiments as well as clinical observations have 
correlated increased intake of vitamin A with certain soft 
tissue and bene changes. In the aforementioned case the 
clinical picture could not be differentiated from infantile 
cortical hyperostosis. The bone changes and the changes 
in the mandible and soft tissues were characteristic of 
infantile cortical hyperostosis. Improvement was drama- 
tic after cessation of vitamin A intake. In addition to age, 
factors of individual or familial susceptibility to hyper- 
vitaminosis A may be important. 


Fig. 5.—Left leg approximately six months after the original roentgeno- 
gram. Both views show practically complete disappearance of the sub- 
periosteal calcifications. 


Definite correlation between vitamin A overdose and 
this syndrome awaits the result of vitamin A balance 


studies. 
— CONCLUSION 


A case is described in which the typical signs and 
symptoms of infantile cortical hyperostosis developed at 
the age of 33 months with history of excessive vitamin A 
intake. 


Public Relations.—Every time you look at yourself in a mirror, 
you should be reminded that, for your patients, you are the 
medical profession. Your concern for their welfare, your self- 
sacrificing service to them, and your ethical relations with your 
colleagues will have more weight with your public than full- 
page advertisements in every newspaper in the country. It is up 
to you, not to the professional public relations experts hired by 
medical organizations, to interpret the views ef the medical 
profession to the public, and to prove to them our sincere desire 
to give them the best medical care possible under any conditions. 
—A. M. Phillips, M.D., The Physician’s Responsibility, Journal 
of the Medical Association of Georgia, April, 1951. 
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SUCCESSFUL TREATMENT OF DERMATITIS 
DUE TO CHRYSOTHERAPY WITH ADRENO- 
CORTICOTROPIC HORMONE 


Charles LeRoy Steinberg, M.D. 


and 


Andries 1. Roodenburg, M.D., Rochester, N. Y. 


The fact that both adrenocorticotropic hormone and 
cortisone cause a remission of rheumatoid arthritis in 
nearly every instance in which they are employed has 
been most encouraging to those treating the disease. No 
known previous medication could be so successfully 
used. However, it is becoming a well-known fact that 
neither of these two hormone substances cure rheuma- 
toid arthritis. They dampen without extinguishing the 
fire. No such spectacular results are obtained with 
chrysotherapy. Complete remissions in well-established 
cases of rheumatoid arthritis with gold treatment occur 
in about 20% of treated persons. The remission, if it is 
obtained, is much more permanent than that with the 
hormone preparation. Chrysotherapy will be continued 
in the treatment of rheumatoid arthritis because of these 
facts. Also if gold therapy is continued, then the various 
complications associated with its treatment will be en- 
countered. The most frequent complication of gold treat- 
ment is dermatitis. The following is a case of gold 
dermatitis due to chrysotherapy that was successfully 
treated with adrenocorticotropic hormone. 


REPORT OF A CASE 

Mr. A. E. S., 41, was first seen April 3, 1950, at which time he 
complained of painful swollen hands. He first began to have pain 
in the shoulder joints in the summer of 1949. At that time he 
was unable to raise his arms. Painful swelling developed in the 
small joints of the hands, wrists, and knees during the winter of 
1950. At first the joint symptoms were migratory but later be- 
came localized within the joints. His past history revealed that 
he had had jaundice some years ago. The tonsils were removed 
during childhood. 

Physical examination revealed a well-nourished white man 
whose nude weight was 189 Ibs. (85.7 Kg.), height 5 ft. 11 in. 
(180.34 cm.), temperature 98.2 F., pulse 80, and blood pressure 
120/80. The pupils reacted to light and accommodation. The 
teeth appeared normal, but roentgenograms were suggested. The 
tonsils were absent, and the posterior pharynx seemed normal. 
Examination of neck, lungs, heart, and abdomen revealed no 
abnormalities. External genitalia were normal. The prostate was 
normal in size and consistency. There was soft tissue swelling of 
the third and fifth right and the first and fifth left proximal inter- 
phalangeal joints and the third left metacarpophalangeal joint. 
There was swelling of the right infrapatellar bursa. The deep 
reflexes were equal and active, and the vibratory sense was intact. 

Urinalysis was normal except for a heavy trace of sugar. Red 
blood count was 5,200,000; hemoglobin 14.2 Gm.; white blood 
count 10,500. Differential count revealed stab cells 2%, seg- 
mented cells 65%, lymphocyte: 23%, monocytes 5%, and 
eosinophils 5%. The sedimentation rate was increased to 21 mm. 
per hour. The blood uric acid was normal at 3.4 mg. per 100 cc. 
Throat culture revealed 75% Streptococcus viridans organisms. 
Electrocardiogram was normal. Roentgenograms of the hands 
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taken March 18, 1950, showed a distinctly decreased joint space 
in the fifth left proximal interphalangeal joint. Antistreptolysin 
titer was 400 units. Wassermann test was normal. Diagnosis of 
rheumatoid arthritis was made. 

He was placed on 25 mg. of gold sodium thiomalate (myo- 
chrysine®) intramuscularly at weekly intervals. The sedimenta- 
tion rate on May 17, 1950, was 38 mm. per hour and on June 28, 
1950, was 20 mm. per hour. There was general improvement in 
the joint symptomatology on June 28, 1950. There was 50% 
less swelling noticed in the right knee joint. Gold treatment 
was stopped on June 21, 1950, because of an itchy sensation on 
both forearms and over the dorsum of both hands. He was next 
seen Aug. 16, 1950, and had had no gold treatment since June 21, 
1950. On this date red blood count was 4,860,000; hemoglobin 
14 Gm.; white blood count 7,900. Differential count was as 
follows: stab cells 3%, segmented cells, 52%, lymphocytes 31%, 
monocytes 4%, eosinophils 10%, and basophils 1%. The platelet 
count was 295,000 per cu. mm. Bone marrow aspiration revealed 
megakaryocytes, normal erythropoiesis and myelopoiesis, but 
pronounced eosinophilia. There were 4 to 8 eosinophils per high 
power field. The sedimentation rate had dropped to 14 mm. per 
hour. Skin itching was still present, but no rash was noted. All 
joint swelling had disappeared, but he still had some pain in sev- 
eral of the major joints, particularly the right wrist. He was next 
seen Sept. 19, 1950, at which time he reported that he had a rash 
on his legs, forearms, back, and thighs of one week’s duration. It 
was interesting that his last gold treatment was on June 21, 1950. 
On September 19, his blood studies were as follows: red blood 
count 5,110,000; hemoglobin 15.6 Gm., and white blood count 
7,650. Differential count revealed stab cells 2%, segmented cells 
53%, lymphocytes 24%, monocytes 6%, eosinophils 14%, and 


Fig. 1.—Dermatitis due to gold therapy before treatment with adreno- 
corticotropic hormone. 


basophils 1%. The sedimentation rate was normal at 13 mm. per 
hour. The platelet count rose to 325,000 per cu. mm. Because 
of the extensiveness of the rash due to gold therapy (fig. 1), 
he was admitted to the Rochester Genera! Hospital, and adreno- 
corticotropic hormone was started. 

Photographs were taken immediately of the rash, and then he 
was placed on 15 mg. of adrenocorticotropic hormone every six 
hours. Only slight response was obtained to the degree of ery- 
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thema of the skin rash, and so on Sept. 22, 1950, adrenocortico- 
tropic hormone was increased to 20 mg. every six hours and the 
patient was kept on this dose until Sept. 29, 1950. Two days after 
this higher dosage was started, the skin rash began to fade notice- 
ably. The redness of this rash had faded 50%, and the raised sur- 
face had disappeared. There was only slight improvement in the 
degree of itching. On Sept. 24, 1950, itching was considerable, and 
there was little change in the rash. We thought of discounting 


Fig. 2.—Complete disappearance of rash due to gold therapy after nine 
days of adrenocorticotropic hormone treatment. Skin has residual dryness 
and slight scaling. 


adrenocorticotropic hormone and giving dimercaprol (BAL) in- 
stead. However, there was subsequent and progressive improve- 
ment in the rash, and by Sept. 29, 1950, the rash had completely 
disappeared, but skin itching remained resulting from unusual 
dryness following the rash (fig. 2). On the latter date (September 
29), the dosage of adrenocorticotropic hormone was gradually de- 
creased as follows: 15 mg. every six hours for four doses, 10 mg. 
every six hours for four doses, 5 mg. every six hours for four 
doses, then 5 mg. every 12 hours for two doses. At this point 
adrenocorticotropic hormone was discontinued. The patient was 
observed for two more days and was discharged from the hos- 
pital when the rash did not reappear. 

These laboratory studies were done, and the following results 
were obtained: On Sept. 21, 1950, red blood count was 5,700,000; 
hemoglobin 16.8 Gm., and white blood count 6,700. Differential 
count indicated stab cells 6%, segmented cells 52%, lympho- 
cytes 27%, monocytes 9%, and eosinophils 6%. Urinalysis was 
normal. Blood serology revealed no abnormalities. On Oct. 2, 
1950, blood chlorides were 470 mg. per 100 cc., fasting blood 
sugar 84 mg. per 100 cc., and sedimentation rate 16 mm. per 
hour. On the same date, blood sodium was 147 mEq. per liter 
(338 mg. per 100 cc.) and blood potassium 4.1 mEq. per liter 
(16 mg. per 100 cc.). 


SUMMARY AND CONCLUSIONS 


Adrenocorticotropic hormone was successful in the 
treatment of extensive dermatitis due to gold therapy. 
This hormone treatment is more effective and certainly 
more pleasant than dimercaprol for this condition. 
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PIPEROXAN HYDROCHLORIDE 
(BENZODIOXAN) TEST 


REPORT OF A FALSE POSITIVE REACTION 
Virgil A. Place, M.D., Chicago 


The response to piperoxan hydrochloride (benzo- 
dioxan) was first described as a diagnostic test for pa- 
tients with sustained hypertension associated with pheo- 
chromocytoma in THE JOURNAL in 1947.' Since that 
time, the test has been generally accepted. The rational 
use of this drug is based on its specificity for blocking 
circulating epinephrine, arterenol (norepinephrine) or 
related compounds. Patients with hypertension of other 
than the above origins have shown either no alteration 
or an elevation of the blood pressure when piperoxan 
hydrochloride has been given intravenously.* There have 
been three cases reported of patients who demonstrated 
a normal response to the piperoxan hydrochloride test 
and were later shown to have pheochromocytomas.** 

I have been able to find only one case of an un- 
autopsied patient who was reported by Taliaferro to 
have false positive tests.* The diagnosis of renal hyper- 
tension in this case, however, has been questioned.** 


The case reported here is of interest because of the 
unusual results of several piperoxan hydrochloride tests. 


REPORT OF CASE 


History —J. G. S., a 25 year old white, married college 
student, entered the hospital on Aug. 14, 1950, as a possible 
candidate for therapy with an artificial kidney. Seven years be- 
fore admission, while in the United States Navy and stationed 
at Chicago, he was diagnosed as having scarlet fever but at the 
time had no known complications. Two years later, while still 
in the Navy, he had one episode of painless gross hematuria. 
He was hospitalized for a single day. One year later, in 1946, 
he suffered another episode of hematuria, associated with in- 
fectious mononucleosis, for which he was hospitalized three 
weeks. The patient knew of no abnormality of his urine or blood 
pressure after this, until November 1949, at which time, after 
an episode of nausea, vomiting, and frontal headache, he was 
found to have a systolic blood pressure of 250 mm. of mercury. 
He progressed to a state of coma, but, after three weeks of hos- 
pitalization, recovered sufficiently from the episode of encephal- 
opathy to return to college. Subsequently, he was relatively free 
of symptoms until the week prior to this admission, when he 
suffered a recurrence of the nausea, vomiting, and headache. 

In the physical examination given at admission, the patient's 
temperature was 99 F.; pulse, 92; respirations, 20; blood pres- 
sure, 240/130; weight, 154 pounds. He was a young, thin, 
white, well developed, alert man, who appeared chronically ili. 
He hiccoughed frequently but had no dyspnea nor urthopnea. 
Although he complained of generalized pruritus, he had no 
dermatitis or icterus. His throat showed no remarkable ab- 
normality, and no lymphadenopathy was present. The optic 
fundi showed marked spasm, increased light reflex and blurred 
disc margins without exudates or hemorrhages. His heart was 
not enlarged, the sounds were loud, and no cardiac murmurs 
were heard. The abdomen was soft, the kidneys were not pal- 
pable, and a nontender liver edge was felt at the costal margin, 
with no other masses noted. There was no anasarca, peripheral 
swelling or ankle edema. 

Laboratory examinations revealed a hematocrit level of 34 
per cent; the hemoglobin was 11.5 Gm., with a red blood cell 
count of 3,570,000. The white cell count was 7,300, with a nor- 
mal differential distribution. The Kahn reaction was negative. 
The urine had a specific gravity of 1.005 and contained protein 
(4 +). The sediment contained 2 to 10 white cells, 12 to 20 red 
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cells, and 2 to 5 hyaline and cellular casts per high powered field 
(in centrifuged specimen). The phenolsulfonphthalein excretion 
was 10 per cent in two hours. Chest x-rays showed cardiac and 
pulmonary shadows within normal limits. The electrocardio- 
gram showed evidence of left ventricular preponderance. The 
venous pressure was 210 mm. of saline, with a normal hepato- 
jugular reflex. A circulation time with ether was 15 seconds, and 
with dehydrocholic acid (decholin®), 23 seconds. His blood non- 
protein nitrogen was 78 mg. per 100 cc. and the carbon dioxide, 
25.2 milliequivalents per liter. A test made with amobarbital 
(amytal®) sodium on the second day of admission, with a dose of 
0.4 Gm. orally, produced a rise in blood pressure from 200/140 
to 220/160 mm. of mercury in three hours. 

Within 24 hours after admission, the patient became dis- 
oriented, semistuporous and nonresponsive. He was given 16 
Gm. of magnesium sulfate intramuscularly in the ensuing 24 
hours, and several infusions of 50 per cent dextrose intraven- 
ously. His mental status improved to the point of his responding 
upon hearing his name, and he seemed to regain his appetite, 
although eating caused nausea and vomiting. A spinal puncture 
revealed normal cerebrospinal fluid under a pressure of 360 mm. 

The following day, disorientation returned and _ persisted 
throughout his course. He became incontinent of urine, but 
peripheral neurological examination remained within normal 
limits. His temperature spiked to 101.2 F. Grade 3 systolic aortic 
and mitral murmurs developed within 48 hours after admission; 
by the sixth day a coarse systolic aortic thrill and fresh retinal 
hemorrhages were noted. Although five blood cultures takea 
during these first few days remained sterile, in view of a per- 
sistent hyperpyrexia and the changing cardiac murmurs he was 
treated with penicillin procaine for aqueous injection, 3,000,000 
units a day, but without change of status. Although the fluid in- 
take and output remained high throughout his course, the 
uremia became increasingly severe. 

On the fourth hospital day, he was given 0.1 mg. of proto- 
veratrine * intravenously over a period of two minutes. The 
serial blood pressure recordings showed little change in pressure, 
and no alteration in mental status was noted. The protoveratrine 
test was repeated on the sixth hospital day, on which 0.15 mg. 
was administered intravenously; there was a consequent decrease 
of blood pressure from 206/140 to 190/130. A third trial with 
this drug, which was given in a dose of 0.18 mg. on the eighth 
hospital day, produced a decrease in blood pressure from 
240/130 to 200/116. 

On the sixth hospital day, a piperoxan hydrochloride test was 
performed. Twenty mg. of the drug, given over a period of two 
minutes into an intravenous clysis that had been running at least 
one hour, produced a drop in blood pressure from 240/132 to 
220/110 and a return to normal within 8 minutes (fig. 1). 


This study was supported by funds from the Otho S. A. Sprague 
Memorial Institute. 
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Because of the suggestive results of this test, the following 
morning it was repeated and the same technique was used. A 
drop in blood pressure from 240/140 to 182/108, with a return 
to normal 10 minutes after cessation of administration, was ob- 
served. Because of these two responses, a third test was planned. 
It was decided to try to maintain the decreased pressure by inter- 
mittent administration of piperoxan hydrochloride. After a total 
dose of 80 mg. had been given in a period of 20 minutes, with 
a drop in blood pressure from 240/138 to 158/72, marked cere- 
bral stimulation developed in the patient, resulting in thrashing 
movements of his arms, attempts to sit up, retching, and moan- 
ing; therefore the drug was stopped. 

The following morning the test was again repeated, the stand- 
ard technique being used, and there was a fall in blood pressure 
from 220/130 to 206/118. 


By the ninth hospital day, the blood nonprotein nitrogen was 
156 mg. per 100 cc., chlorides were 79, and carbon dioxide 3.5, 
milliequivalents per liter; phosphorus, 114.8 mg. per 100 cc.; 
sodium, 125 milliequivalents per liter and potassium, 3.0 milli- 
equivalents per liter. Urinary excretion throughout hospitaliza- 
tion averaged 1,770 cc. a day, with specific gravities ranging 
from 1.005 to 1.017 and protein contents of 4 Gm. a day. Phenol- 
sulfonphthalein excretion through a retention catheter was less 
than 5 per cent in two hours, with a volume of 340 cc. When 
8.9 Gm. of sodium chloride was given intravenously, 6.1 Gm. 
was excreted in the next 24 hours. Fluid intake throughout hos- 
pitalization averaged 2,590 cc. a day and was maintained by 
intravenous infusions consisting mainly of 20 per cent dextrose 
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Fig. 1.—Composite graph of the piperoxan hydrochloride tests done 
during a period of 48 hours. 


Because of the marked, yet variable, response shown to the 
piperoxan hydrochloride tests, and in spite of the terminal state, 
a perirenal air insufflation was undertaken, but no adrenal tumor 
was seen. The final two days of the illness were accompanied 
with progressive increase in temperature and deepening coma, 
and the patient died on his twelfth hospital day. 

Autopsy was performed four hours after death. The heart 
weighed 519 Gm. There was generalized myocardial hyper- 
trophy. The valves appeared normal. No evidence of pericar- 
ditis or bacterial endocarditis was found. The lungs showed an 
aspiration pneumonia that was most pronounced in the lower 
lobes. 

The right kidney weighed 140 Gm. The left kidney, of similar 
size, was surrounded by a layer of recently clotted blood that 
was 4 cm. thick. This hemorrhage apparently had occurred as 
a result of the perirenal air insufflation done the day before. 
The capsule of each kidney was tightly adherent and, when 
removed, revealed a granular, yellowish-brown surface. The 
findings on section and microscopic examination were typical 
of an active chronic glomerulonephritis with marked arteriolo- 
sclerosis. Few normal glomeruli remained. Most were completely 
fibrosed. Capsular proliferation was conspicuous. There was a 
prominemt degree of interstitial fibrosis and infiltration with 
chronic inflammatory cells, especially in the cortical regions, 
with small, focal abscesses in the medullary portion. The ves- 
sels were normal, except for hyalinization of the smaller arteri- 
oles (fig. 2). 

The adrenals were normally located, the right weighing 6.8 
Gm. and the left, 8.5 Gm. They were not irregularly shaped 
or abnormal in color. No tumor was found. Microscopic exami- 
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nation showed a few focal areas of hyperplasia in the cortex. 
The medullary-arteriolar system showed a remarkable degree 
of hyalin thickening of the walls, with an exaggerated endo- 
thelial proliferation. In places, necrosis of arterioles had led 
to local reparative reactions of an unusual type (fig. 3). 

No extra-adrenal chromaffin tissue could be found, despite a 
thorough search of the abdomen and thorax. 


Fig. 2.—Photomicrograph of typical renal lesions. 


The brain weighed 1,550 Gm., with no evidence of hemor- 
rhage, and no tumor was found on sectioning. Microscopic study 
showed an extreme degree of advanced arteriolosclerosis 
throughout the brain. 

COMMENT 

Four tests with piperoxan hydrochloride were per- 
formed within a period of 48 hours, and a total of 140 
mg. of the drug was administered. Side effects were 
noted only when 80 mg. of this drug was given in 20 
minutes, and these reactions were a mild degree of cere- 
bral stimulation. 


Fig. 3.—Photomicrograph of adrenal medulla, showing severe arteriolo- 
Sclerosis with necrosis and inflammatory reaction. 


Because of a possible cross reaction, no barbiturates 
were given for 72 hours prior to the piperoxan hydro- 
chloride tests. The extent of fall in blood pressure in the 
reports of positive piperoxan hydrochloride tests, in pa- 
tients later proved to have pheochromocytomas, has 
varied from 22 mm. of mercury, systolic, and 18 mm. of 
mercury, diastolic, to 120 mm. of mercury, systolic, and 
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90 mm. of mercury, diastolic. The duration of these 
responses ranges from 10 to 60 minutes.° 

In this case, both the duration and the degree of hypo- 
tensive response showed wide variation, but by the above 
criteria all the tests were interpreted as positive. Other 
patients with essential and renal hypertension have been 
tested with the same lot of piperoxan hydrochloride used 
on this patient and have not shown positive reactions. 

A definite negative reaction was obtained with the 
amobarbital sodium test, and there was only a minimal 
response to large doses of protoveratrine by this patient. 

From the time that this patient was first seen, he was 
in critical condition. His story was consistent with 
chronic glomerulonephritis, showing marked decrease 
in renal function, proteinuria and chronic severe hyper- 
tension with encephalopathy. His course was one of pro- 
gressive increase in azotemia, despite adequate caloric 
and fluid intake and a large urinary volume. Because his 
primary difficulty was the hypertensive encephalopathy, 
he was not considered a satisfactory candidate for hemo- 
dialysis with the artificial kidney. Although the hyper- 
tension was not of a paroxysmal nature, the piperoxan 
hydrochloride test was performed despite the severe side 
reactions described by some observers.* 


The marked variability of the response is a problem, 
and in the report by Taliaferro * the variations showed a 
progressive decrease, while this case showed no such 
consistent pattern and the first test evoked a response 
similar to the fourth. 


Because of the apparent false positives reported in 
piperoxan hydrochloride tests, special care was taken at 
the autopsy to locate a possible site of excess epinephrine 
production, but none was found. 

The absence of an adrenal tumor and of any abnor- 
mal, extra-adrenal chromaffin tissue leaves the cause of 
the positive piperoxan hydrochloride test unexplained. It 
is possible that the false positive test has no explanation, 
but it is worthwhile to emphasize that there was a very 
severe degree of arteriosclerosis in the adrenal medulla. 
Ordinarily, in patients with hypertension and generalized 
arteriolosclerosis, the capsular and subcapsular arteri- 
oles show conspicuous changes, but medullary arteriolar 
disease is generally minimal. Any means by which these 
changes might alter medullary function and thereby 
lead to a false positive piperoxan hydrochloride test is 
unknown. 

SUMMARY 


A positive piperoxan hydrochloride (benzodioxan) 
test in a case of chronic glomerulonephritis with hyper- 
tensive encephalopathy is reported. The only pathologi- 
cal finding that differed from those generally encountered 
in other patients with cardiovascular renal disease of 
similar character was that of the severe arteriolosclerosis 
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in the adrenal medulla. The variation in the response to 
the drug and the large dose used in one test are dis- 
cussed. Two other tests of use in the study of hyper- 
tension, the amobarbital sodium and protoveratrine tests, 
gave negative results. 

ADDENDUM 


Since this paper was submitted, Goldenberg, in his 
paper entitled “Adrenal Medullary Function,” * men- 
tioned “four false positives” in which a positive response 
to benzodioxan was present in cases of hypertensive vas- 
cular disease with uremia. No detailed information was 
included. 


WATERHOUSE-FRIDERICHSEN SYNDROME 
REPORT OF CURE EFFECTED WITH CORTISONE 


L. Roy Newman, M.D., Philadelphia 


This pediatric case report is presented for the interest 
involved in the cure of an apparently hopeless case of an 
acute and overwhelming meningococcemia and for the 
therapy instituted. 


REPORT OF A CASE 


D. M., a 4-year-old white girl, was admitted to the children’s 
pavilion of the Jewish hospital, service of Dr. Robert A. Schless, 
on Dec. 23, 1950. She had been well until two weeks prior to 
admission, when she had a severe upper-respiratory-tract infec- 
tion, from which she recovered completely in a few days. Early 
in the morning of the day of admission she awoke and was 
feverish and irritable, and she drowsed all afternoon. By 4 p. m. 
she was semistuporous. She was referred to this hospital when 
the attending physician was called and found a generalized 
petechial rash. On admission the patient was seen to be an 
acutely ill, semicomatose, lethargic, and irrational child lying 
limply in bed. A massive petechial and ecchymotic rash was 
seen breaking out over the entire body. The temperature was 
107.5 F., the pulse rate 150 a minute, and the blood pressure 
70 mm. of mercury systolic and 40 diastolic. Many subcon- 
junctival hemorrhages were seen. The heart and lungs were 
normal on examination. The liver was palpable, | fingerbreadth 
below the right costal margin. There was nuchal rigidity 2 + 
and positive Kernig’s and Brudzinsky’s signs were elicited. The 
patient had not voided for six hours prior to admission. A 
lumbar puncture yielded crystal clear fluid, which contained 
no cells. The therapy immediately instituted consisted of 
oxygen, aqueous adrenal cortex extract, a blood transfusion 
and fluids administered intravenously, sulfadiazine (12 grains 
{0.1 gm.] per pound [0.5 Kg.] of body weight) administered 
intravenously and 1,000,000 units of penicillin in aqueous solu- 
tion every four hours. The carbon dioxide-combining power 
was 44 vol. per cent, the serum chlorides 607 mg. per 100 cc., 
and the blood urea nitrogen 33 mg. per 100 cc. 

The blood count showed 37,000 leukocytes, of which 95% 
were polymorphonuclear. 

Within a few hours the blood pressure had dropped to 50 
mm. of mercury systolic and 0 diastolic; cyanosis occurred, 
and the pulse rate rose to 200 a minute. The rectal tempera- 
ture had fallen to 97 F. Shortly thereafter the patient began to 
vomit much digested blood and pass tarry liquid stools. She 
had voided only 30 cc. since admission, six hours before. At 
that time it was decided to attempt to support and rest the 
obviously failing adrenals, attempting thereby to reduce the 
normal vascularity in an effort to abort any active or potential 
hemorrhage, by giving cortisone intravenously. The patient 
received 75 mg. immediately and 75 mg. six hours later and 
then 25 mg. four times daily thereafter for the next three 
days. By 9 a.m. on the day after admission she responded to 


From the Jewish Hospital. 
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some questions and called for her mother. The temperature 
rose to 101 F., the pulse was 150 a minute, and the blood 
pressure 75 mm. of mercury systolic and 40 diastolic. She 
voided 380 cc. of cloudy urine in those nine hours. 

Gross hematuria and crystalluria occurred after 24 hr., and 
the sulfadiazine was discontinued and penicillin continued 
alone, in conjunction with fluids given intravenously, oxygen, 
small transfusions, vitamins, and 25 mg. of cortisone which, 
after the above schedule, was given intravenously twice daily 
for two days and then once daily for two days. 

In 24 more hours the urine was clear, and the temperature 
was stable at 101 F. The pulse rate was 130 a minute, and the 
blood pressure was 90/60. The patient was alert, slept soundly 
at intervals, and voided 1900 cc. on that day. Some edema 
and fulness of the face were present on the third and fourth 
days, but these disappeared a few days later. A low-grade fever 
persisted for a total of five days, but then the temperature 
dropped to normal. Biotherapy was stopped on Dec. 31, 1950. 
On Jan. 10, 1951, the patient was discharged, completely well, 
with only a few petechial crusts on the thighs and legs. 


York and Tabor Rd. 


METASTASIS TO THE PENIS FROM 
CARCINOMA OF THE RECTUM 


Richard B. Cattell, M.D. 
and 
Albert J. Mace, M.D., Boston 


Malignant involvement of the penis, either metastatic 
or by direct extension from a carcinoma of the rectum, 
is exceedingly rare. In a recent review of the literature 
Thompson ! found only three cases reported and added 
one case of his own. In two of the three cases reported 
the presenting symptom was urinary retention caused by 
obstruction of the urethra. In the third case the present- 
ing symptom was priapism. Examination revealed meta- 
static adenocarcinoma of the penis from a primary 
adenocarcinoma of the rectum in each case. The rectal 
lesion in these three instances was inoperable, and all 
three patients were dead from metastatic carcinoma in 
three to five months. In the fourth case a penile lesion 
developed subsequent to the resection of the rectum for 
adenocarcinoma. Priapism was the presenting symptom. 
This patient died 10 months after amputation of the 
penis. 

Because of the rarity of this condition and the fact that 
in the previously reported cases no patient has survived 
over 10 mo., a fifth case is reported. In this case meta- 
static adenocarcinoma of the penis developed two and 
one-half years after an abdominoperineal resection for 
adenocarcinoma of the rectum, and the patient is alive 
and well nine years after excision of the penile lesion. 


REPORT OF CASE 


The patient was a 30-year-old white man who complained of 
rectal bleeding of nine months’ duration. At the onset the bleed- 
ing was only occasional, but in the later period it occurred with 
every bowel movement. Proctoscopic examination by a local 
physician revealed a tumor in the rectum. The pathologist's 
report on a biopsy specimen was papillary adenocarcinoma, and 
the patient was referred to the clinic for surgical treatment. 

Physical examination findings were normal except for the 
rectum. There was a fungating rectal tumor 4 cm. in diameter 


From the Department of Surgery (Dr. Cattell) and Fellow in Surgery 
(Dr. Mace), The Lahey Clinic. 

1. Thompson, H. T.: Involvement of the Penis by Carcinoma of the 
Rectum, Surgery 27: 216-220 (Feb.) 1950. 
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on the left lateral wall, 2 cm. proximal to the mucocutaneous 
line. The lesion did not appear fixed. 

An abdominoperineal resection was performed on Sept. 20, 
1938. Abdominal exploration disclosed neither metastases nor 
extension of the lesion. The lesion was well below the peritoneal 
reflection, and it was impossible to palpate it from above. When 
the rectum was freed down to the levator muscles, there was 
some adherence of the lateral rectal wall to the surrounding 
tissues but no apparent extension of the tumor into these tissues. 

The postoperative course was entirely uneventful, and the 
patient was discharged, with no complications, on the 22d day 
after operation. 

The pathologist’s report was adenocarcinoma, with no blood 
vessel invasion and eight normal lymph nodes (fig. 1). 

From the date of discharge the patient got along very well. 
The colostomy functioned adequately, and potency was normal. 
A child was born 18 mo. after the abdominoperineal resection. 
The patient was able to work and continued to live an entirely 
normal life. On Feb. 17, 1941, however, he returned to the 
clinic complaining of priapism associated with severe pain for 


Fig. 1.—Section of adenocarcinoma of the rectum. 


the past several weeks. Examination findings at that time were 
entirely normal except for the penis. There was a firm rounded 
longitudinal mass approximately 5 cm. long and 2 cm. in 
diameter, on the left side of the penis at the level of the scrotum. 
This mass was adherent and suggestive of recurrent metastatic 
carcinoma, even though this was thought to be an unusual site 
for a metastatic lesion from the rectum. Consequently, the 
patient was advised to enter the hospital for a biopsy and frozen 
section study. 

At operation, Feb. 18, 1941, the posterior third of the left 
corpus cavernosum was found to be involved in a hard fusiform 
tumor mass measuring about 5 cm. long and 2.5 cm. wide. Biopsy 
and frozen section proved this to be a metastatic carcinoma 
arising from the rectum (fig. 2). The tumor appeared to involve 
the right corpus cavernosum at one point. It was necessary to 
excise both the proximal portion of the left corpus cavernosum 
and a section of the right corpus cavernosum. A defect re- 
mained in the left corpus cavernosum. The postoperative course 
was uneventful, and the patient was discharged on the ninth 
postoperative day. 

This patient’s course has been followed yearly since the last 
operation. He has been completely symptom-free, with no evi- 
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dence of recurrence, for nine years after resection of his metasta- 
tic lesion. He has good urinary control; libido and potency are 
normal. For a few years following the operation during erection 
the penis would angulate to the left and to the site of the scar. 
In the past few years this has become almost completely cor- 
rected. The patient has no complaints and he carries on an ex- 
tremely active life. 


COMMENT 

In the case reported it is difficult to determine whether 
involvement of the penis occurred by metastasis or by 
direct extension of the tumor. The fact that the exami- 
nation failed to reveal any evidence of local recurrence of 
the tumor in the perineum other than that involving the 
penis would lead one to believe that it represented a 
metastatic lesion. Likewise, the fact that the patient has 
had no evidence of recurrence nine years following ex- 
cision of the penile lesion is further indication that this 
was a metastatic lesion. 


‘ 
Fig. 2.—Section through the metastatic adenocarcinoma of the corpus 
cavernosum. 


SUMMARY 


A case of carcinoma of the rectum secondarily in- 
volving the penis is reported. This brings the total num- 
ber of cases reported in the literature to five. 

Priapism, which was the presenting symptom in two 
of the previously reported cases, was the presenting 
symptom of the penile lesion in this case. 

In only one of the four cases previously reported had 
resection of the rectal tumor been performed before the 
appearance of the penile lesion. In this case an ab- 
dominoperineal resection had been performed two and 
one-half years previously. 

Three of the patients in the four cases previously re- 
ported died within four months, and the other patient 
died 10 mo. following the appearance of the penile 
lesion. In this case the patient is alive and well nine years 
following excision of the penile growth and 11 years 
after abdominoperineal resection. 
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MUMPS VIRUS IN HUMAN MILK AND 
IN MILK OF INFECTED MONKEY 


Lawrence Kilham, M.D., Bethesda, Md. 


Detection of mumps virus in the milk of a mother with 
epidemic parotitis at the time of delivery is of clinical 
interest, as this virus, to my knowledge, has not been 
hitherto isolated from this source. Mastitis is rarely listed 
among the manifestations of mumps. As described below, 
mumps virus was also detected in the milk of a lactating 
monkey in whom infection had been artificially induced. 


REPORT OF A CASE 


E. M., a 23 year old Negro woman, was admitted to the hos- 
pital 1 on May 2, 1950, for parotitis of two days’ duration. She 
had bilateral swelling and edema in the parotid areas. Mumps 
had developed in two of her children in the preceding three 
weeks. Shortly after arrival, the patient was delivered of a full 
term, normal infant. A sample of milk was obtained three days 
later at the onset of lactation, when the mother’s breasts were 
engorged and painful. The infant was never breast fed. Its course 
during the first 32 weeks of life was considered uneventful. 


Laboratory Findings.—Serum specimens for antihemagglu- 
tination tests 2 were obtained from mother and infant at delivery 
and again 24 days later. The mother experienced an eight-fold 
rise of serum antibody titer from 1:80 to 1:640. No antibodies 
were detectable in the infant’s serums. With the use of methods 
elsewhere described ? mumps virus was isolated by inoculation 
of the mother’s milk into the amniotic sac of 7 day old em- 
bryonated eggs. The virus appeared on first egg passage and was 
carried through four further passages. As a check, the virus was 
then reisolated from the original sample of milk. The agent was 
identified as mumps virus by antihemagglutination tests with 
known positive serums. In addition, this virus produced parotitis 
in a monkey, as described below. Portions of the placenta were 
ground and inoculated into embryonated eggs. No virus appeared 
in the course of three egg passages. 


EXPERIMENTAL RESULTS 


The strain of virus isolated from the patient E. M. and passed 
five times through eggs was used to induce mumps in two lac- 
tating rhesus monkeys (Macaca mulatta). Both monkeys had 
young of indeterminate age weighing about 2 pounds (907.18 
gm.). 

Monkey 1.—This monkey received 15 ml. of infected amni- 
otic fluid intravenously. The baby monkey was then kept sepa- 
rate until the mother had been milked the following morning. 
The mother was milked in similar fashion every two or three 
days for the next three weeks. No mumps virus was isolated 
from milk taken in 18 hours and again in three days after inocu- 
lation. On the sixth day after inoculation virus appeared on the 
first egg passage of the milk, as it did from samples obtained on 
the 8th, 10th and 15th days. Thus the virus was detectable in the 
monkey’s milk over a nine day period. It was not recovered from 
three subsequent specimens. The mother had no parotid swelling 
or temperature elevation during the experiment, and her breasts 
showed no swelling ascribable to mumps infection alone. She 
had a serum antibody titer of 1:640 by the antihemagglutination 
test 20 days after inoculation, having had no detectable mumps 
antibodies prior to this time. The baby monkey failed to show 
serum antibodies or to manifest any signs of illness. 


From the Microbiological Institute, National Institutes of Health, 
Public Health Service. 

1. Footnote deleted. 

2. Robbins, F. C.; Kilham, L.; Levens, J. H., and Enders, J. F.: An 
Evaluation of the Test for Antihemagglutination in the Diagnosis of 
Infections by the Mumps Virus, J. Immunol. 61: 235-242, 1949. 

3. Kilham, L.: Isolation of Mumps Virus from the Blood of a Patient, 
Proc. Soc. Exper. Biol. & Med. 69: 99-100, 1948. 
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Monkey 2.—Bilateral parotid swelling developed in this mon- 
key seven days after inoculation of Stenson’s ducts with mumps 
virus, and antihemagglutinating antibodies appeared in the serum 
in a titer of 1:1,280 in the course of convalescence. Milk samples 
were obtained every two or three days, as in the preceding experi- 
ment. However, attempts at virus isolation in eggs were uni- 
formly unsuccessful. As in the case of monkey 1, no detectable 
serum antibodies developed in the baby monkey, and it never 
appeared ill. 

DISCUSSION 

Isolation of mumps virus from the patient E. M. indi- 
cates that this agent may appear in human milk in the 
course of active disease. Presumably this is due to a con- 
comitant nvastitis. If such is the case, milk, like saliva, 
contains virus because it flows from an infected gland. 
Virus may also pass from the blood stream to the milk 
without local proliferation. The mumps virus, however, 
appears to have a predilection for glandular tissue, 
whether in salivary glands, pancreas or testicle. The fact 
that orchitis does not occur before the age of puberty 
suggests that only active testicular tissue is susceptible. 
By analogy lactating women may be more susceptible to 
mumps mastitis. The most pronounced signs and symp- 
toms of mumps occur when glands with tough capsules, 
such as the parotids, and particularly the testicles, are 
affected. If an inflammatory swelling is not closely re- 
stricted, as might be the case in the pancreas or mam- 
mary glands for example, mumps infection would have 
a greater chance of being inapparent. The occurrence of 
inapparent infections in mumps has been well authenti- 
cated by others.‘ Thus mumps mastitis could be over- 
looked clinically. In the case of the first monkey, mumps 
virus did not appear in the milk in the hours following a 
sizeable inoculation of virus. This suggests that in this 
animal virus did not readily pass from the blood stream 
to the milk. On the other hand, the appearance of mumps 
virus in milk specimens taken six to 15 days after inocu- 
lation is suggestive of active proliferation in mammary 
tissue. In the second mother monkey, infection appar- 
ently failed to pass from the parotids to the milk. 

It is of interest that the infant of patient E. M., in 
spite of having been in utero while its mother was in an 
active stage of disease, never gave clinical or serological 
evidence of mumps. Possibly, infants are not susceptible 
to mumps infection. To my knowledge, diagnoses of 
mumps substantiated by laboratory data have not been 
reported in infants. However, two other explanations are 
conceivable: first, the mumps virus may have failed to 
pass the placental barrier in the present instance, and, 
second, the infant may have been insufficiently developed 
to have produced a detectable antibody response. Both 
of the baby monkeys failed to contract mumps, in spite 
of close contact with infected mothers. It is possible that 
they also were relatively insusceptible. 


SUMMARY 
Mumps virus was isolated from the milk of a patient 
who developed parotitis two days before delivery. The 
virus was also recovered from milk from six to 15 days 


4. Henle, G.; Henle, W.; Wendell, K. K., and Rosenberg, P.: Isolation 
of Mumps Virus from Human Beings with Induced Apparent or Inap- 
parent Infections, J. Exper. Med. 88: 223-232, 1948. Maris, E. P.; Enders, 
J. F.; Stokes, J., Jr., and Kane, L. W.: Immunity in Mumps: II. The 
Correlation of the Presence of Complement-Fixing Antibody and Resis- 
tance to Mumps in Human Beings, ibid. 84: 323-339, 1946. 
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after intravenous inoculation of a lactating monkey. 
Neither the human infant nor the baby monkeys gave 
clinical or serological evidence of mumps infection. 


DEVICE FOR MEASUREMENT OF 
DIFFERENCES IN HEIGHT OF 
OPPOSITE SIDES OF BODY 


H. Wright Seiger, M.D., Santa Monica, Calif. 


A difference in leg length is of importance in many 
orthopedic and postural examinations. It is measured 
more accurately in the weight bearing position when the 
patient is standing erect. 

Sighting with one’s eyes and hands across the iliac 
crests or the gluteal muscles provides rough estimates, 
but these usually are too approximate for accurate meas- 
urement. A tape measure, while readily available, is 
neither accurate nor satisfactory to use on patients in 
the erect position. 


Fig. 1—Photograph of device for measurement of differences in height 
of opposite sides of the body. A, 6 inch slotted steel rule marked in 
quarter-inches on inside and half-inches on outside of slot. B, set screw. 
C, hinge. D, photographer's level. 


A rigid fluoroscopic screen ' with a water level and a 
wire across the screen is accurate. However, this, besides 
the expensive apparatus, requires a darkroom and suffi- 
cient time for dilation of the pupils, unless a series of 
cases were being run consecutively. 

A simple device that is equally accurate and can be 
made at a cost of a few dollars is described below. Meas- 
urement with this device requires only a few seconds. 
In addition, with this device, one has a record of the 
difference in height, which may be especially important 
in children. It can be used equally well for comparison 
of the height of the anterior superior iliac spines, greater 
trochanters, patellas, and shoulders. For the asymmetric, 
contracted, or arthritic pelvis, comparison of the anterior 
superior iliac spines is sometimes more accurate than 
measurement of the tops of the iliac crests, and this com- 
parison also can be more easily done with this instru- 
ment. The photographs of the device are self descriptive 
(figs. 1 and 2). 


1. Judovich, B., and Bates, W.: Segmental Neuralgia in Painful Syn- 
dromes, Philadelphia, F. A. Davis Company, 1944, p. 43. 
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In practice the left pointer is placed over the left iliac 
crest, and the right pointer with the metal ruler attached 
is placed on the right iliac crest. A plus or minus reading 
is obtained directly. A reading accurate to one-eighth 
inch can be quickly obtained. The water levels should be 
checked momentarily beforehand. In an obese patient in 
whom the iliac crests are not felt distinctly, it might be 
preferable to mark the edge of the crests with a pencil 
in advance. The same applies to the anterior superior 
iliac spines or other parts of the body. If the device is 
dropped and the hinges are twisted out of shape, it can 
be quickly recalibrated by a recheck on the edge of a 
table that is level. The levelness of the table can first be 
ascertained by placement of the body of the device ca 
the table. 

For examiners with defective vision, the set screw at B 
can be tightened with the device on the patient, and a 
reading made in a strong light after removal of the device 
from the patient. In the same manner, one can steady the 
rule A with one’s finger before withdrawing it to a 
stronger light. Finally, blocks of different thickness may 
be placed under the short leg until the difference is recti- 


Fig. 2.—Photograph illustrating use of the device. 


fied. When the anterior superior iliac spines or the patel- 
las are being measured, the patient should face the 
examiner. 

Made individually, the arms and body of the device 
can be more easily constructed of hardwood, but com- 
mercially, with proper dies, it probably should be made of 


light metal alloy. 


The device described above is low in cost. It will give 
quickly and accurately, to one-eighth inch, a record of 
the comparative length, when the patient is standing 
erect, of both sides of the body at various levels and more 
particularly of the lower extremities. 


520 Arizona Avenue. 


Vitamin B,..—At last, in 1948, after 20 years of endeavor, the 
nature of the antipernicious anemia principle was disclosed with 
the isolation of vitamin By. The pure vitamin, originally pre- 
pared from liver, has been shown to initiate and to maintain 
complete hematologic and clinical remission in nearly all cases 
of Addisonian pernicious anemia, quite as do highly purified 
extracts of liver. Because such effects can be produced by the 
daily injection of as little as one microgram of the pure vita- 
min, it is apparently one of the most active pharmacologic agents 
known. However, presumably because of the lack of the so- 
called gastric (intrinsic) factor, in most patients with pernicious 
anemia the daily oral administration of as much as 50 micro- 
grams of vitamin B,, is relatively ineffectual—W. B. Castle, 
M.D., Present Status of the Etiology of Pernicious Anemia, 
Annals of Internal Medicine, May, 1951. 
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A TRACTION DEVICE FOR FRACTURES 
OF THE FOREARM 


Walter A. Wichern, M.D. 
and 
Robert H. Bacon, M.D., New York 


Fracture of the lower radius and ulna of the Colles 
type is the predominant fracture encountered in the 
emergency service of any hospital. Many cases are 
complicated by pronounced comminution, displacement 
or both, so that traction becomes an important factor in 
reduction. Formerly, traction was applied by an assistant 
holding the brachium and another holding the hand. 


Fig. 1.—Traction Device. A, finger traps. B, T-bar and pulleys. C, 
winch. D, spring scale. E, padded canvas sling. F, upright pipe. 


Such traction, in many instances, has proved inefficient. 
It is variable and necessarily of short duration, because 
the assistants become fatigued. Consequently, manipula- 
tion of the fractured elements becomes necessary, and 
increased trauma results. That efficient and adequate 
traction is the most important factor in the reduction 
of fractures has been appreciated for many years. This 
was particularly emphasized by Bohler.' It has been our 
purpose to provide mechanically a constant, fixed trac- 
tion for the reduction of fractures of the forearm. This 
has been accomplished by a modification of an apparatus 
reported by Caldwell.’ It has been used by the attending 
and resident staffs at the Roosevelt Hospital with con- 
sistently good results. 

From Roosevelt Hospital. 

1. Bohler, L.: Treatment of Fractures, ed. 4, Baltimore, William Wood 
& Company, 1935. 


2. Caldwell, J. A.: Device for Making Traction on the Fingers, J. A. 
M. A. 96: 1226 (April 11) 1931. 
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The traction device is demonstrated in figures 1 and 2. 
The materials for its construction, which are rather easily 
obtainable, are as follows: plywood base of %4 by 9 by 63 
inches (1.91 by 22.86 by 160.02 cm.), five meshed 
wire finger traps,» a 0 to 50 pound spring scale, 
two lengths of 1 by 12 inch (2.54 by 30.48 cm.) 
pipe, two pipe mounts, wire cable, a canvas sling, 10 
small pulleys and one large pulley and a winch with a 
rachet lock. It consists of a series of finger traps (fig. 
1) that are fixed to a T-bar (B, fig. 1) by a system of 
pulleys designed to equalize the traction on the individ- 
ual fingers. Traction is applied by means of a small 
winch (C, fig. 1) and wire cable that passes over a pulley 
attached to an upright pipe at one end of the plywood 
base. The amount of traction applied is recorded by a 
spring scale (D, fig. 1) between the T-bar and the wire 


Fig. 3.—Colles’ fracture. Upper left: anteroposterior view. Upper right: 
lateral view. Lower left: anteroposterior view after reduction. Lower right: 
lateral view after reduction. 


cable. Countertraction is obtained by a well padded can- 
vas sling (E, fig. 1) secured to an upright pipe (F, fig. 1) 
at the other end of the baseboard. 

The patient is positioned on the fluoroscopy table or 
sitting at its side (fig. 2). The skin of the hand and fore- 
arm is prepared with soap, alcohol-ether and benzal- 
konium (zephiran*) chloride solutions. Sterile drapes 
are applied. The hematoma at the fracture site is infil- 
trated with 10 cc. of 2 per cent procaine solution.* Dur- 
ing the 10 minute period required for full anesthesia to 
be obtained, the skin of the fingers is protected with 
strips of adhesive tape and the finger traps are applied. 


3. The finger traps may be purchased from the Kellems Co., 15 
Williams St., Stonington, Conn. 

4. We have found it possible in suitable subjects to reduce badly dis- 
placed Colles’ fractures by the gradual application of traction without 
anesthesia. On the other hand, general anesthesia has been employed in 
apprehensive children. 


J.A.M.A., July 28, 1951 


The arm is placed in the apparatus, with the brachium 
abducted to 90 degrees and cradled in the canvas sling. 
The antibrachium is then flexed to 90 degrees, and trac- 
tion is gradually applied by the winch. For Colles frac- 
tures, 18 pounds of traction applied for 10 to 12 minutes 
has given excellent results. During this period, the frac- 
tured elements are distracted and the circumferential 


Fig. 4.—Colles’ fracture with pronounced comminution and displacement 
of the distal radial fragment. X-ray views same as in figure 3. 


force of the relaxed muscles causes them to seek a normal 
anatomical arrangement. No manipulation is necessary. 
With the arm still in traction, reduction is checked with 
fluoroscopy in the anterior-posterior and lateral views 
(fig. 1) and immobilization is carried out with plaster 
of paris splints. If desired, ulnar deviation and palmar 
flexion may be obtained by insertion of a firm roll of 
muslin, 6 inches (15.24 cm.) in diameter, under the 
volar aspect of the wrist. Traction is maintained until 
the plaster of paris splints are firm. 


Fig. 5.—Colles’ fracture with comminution and dorsal and lateral dis- 
placement of the distal radial fragment. X-ray views same as in figure 3. 


Figures 3, 4 and 5 demonstrate results of traction 
applied for a period of 12 minutes. No manipulation was 
employed. Reduction was accomplished with ease and 
without additional personnel, who might be otherwise 
employed. All comminuted and displaced fractures of 
the radius and ulna are reduced with the traction appara- 
tus. Seventy-five patients have been thus treated, and 
reduction and immobilization have been easily obtained. 
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There has been no difficulty with regard to compression 
of the fingers as a result of pressure from the finger traps. 
The device is also useful in the demonstration of the 
carpal bones, since by their distraction they become indi- 
vidually more prominent. It may also be used to distract 
metacarpal fractures with consequent reduction prior to 
their immobilization. Dislocations of the metacarpo- 
phalangeal and interphalangeal joints are readily treated. 
Distraction and reduction may be obtained and main- 
tained for those fractures of the forearm requiring intra- 
osseous fixation. The device is practical and efficient, 
and no contraindications are offered to its use. 


SUMMARY 

A traction device for the reduction of fractures of the 
forearm is described. This device is capable of applying 
efficient fixed traction, of known amount, which is ade- 
quate for the reduction of almost all Colles type fractures 
without further manipulation. The design and technique 
of its use and the results are described. 

Roosevelt Hospital, 428 59th St. West, New York. 


COUNCIL ON PHYSICAL MEDICINE 
AND REHABILITATION 


The Council on Physical Medicine and Rehabilitation has 
authorized publication of the following reports. 


Howarb A. CarTER, Secretary. 


ALOETRON SHORT WAVE DIATHERMY, 
MODEL F 8400, ACCEPTED 


Manufacturer: A. S. Aloe Company, 1831 Olive St., St. 
Louis 3. 

The Aloetron Short Wave Diathermy, Model F 8400, is a 
generator of short wave diathermy radiation of wavelength ap- 
proximately 11 meters, frequency 27.12 megacycles. It is de- 
signed for both medical applications and office surgery. It can 
be moved about on the floor on casters, weighs 50 kg. (110 

Ib.), and measures 99 by 42 by 
+62 cm. (39 by 16% by 24% in.). 
Packed for shipment it makes a 
package weighing 110 kg. (240 
Ib.) and measuring 135 by 52 by 
75 cm. (53 by 20% by 29% in.). 
The foreign shipping weight is 
110 kg. Included in these ship- 
ping weights are one line cord 
and two 8 by 10 in. (20 by 25 
cm.) pads. 
The Council obtained evi- 
_ dence of satisfactory construc- 
tion; the performance of the in- 
duction cable, induction drum, 
triple induction drum (three- 
hinged panels) and cuff elec- 
trodes was found satisfactory. It was noted that the device was 
also furnished with pad electrodes, prostatic and vaginal elec- 
trodes, sinus electrodes and a “caput applicator,” types of acces- 
sories which are not accepted by the Council. Evidence indicated 
that in phantom load tests the apparatus delivered 200 watts of 
output with adjustable drums and 155 watts with the cuff elec- 
trodes. A statement from Underwriters’ Laboratories, Inc., cer- 
tified that the apparatus had been found acceptable for listing, 
and a statement from the Federal Communications Commission 
certified that the apparatus has Type Approval No. D-525. The 
Council on Physical Medicine and Rehabilitation voted to in- 


Aloetron Short Wave Diathermy 
Model F 8400 
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clude the Aloetron Short Wave Diathermy, Model F 8400, in its 
list of accepted devices with the reservation that pad electrodes, 
prostatic electrodes, vaginal electrodes, and sinus mask electrodes 
remain unacceptable because of insufficient evidence to sub- 
stantiate the therapeutic efficacy of these accessories. 


COMMONWEALTH THERAPEUTIC UNITS ACCEPTED 


Manufacturer: Commonwealth Sheet Metal Engineering 
Work, 36 Wall St., Binghamton, N. Y. 

The Commonwealth Therapeutic Unit, Model No. 1, is intend- 
ed for the administration of fever therapy and for the application 
of heat to large areas of the body. It is a horizontal cabinet large 
enough to contain a recumbent adult with his head projecting 
through an aperture at one end. Designed primarily to permit 
the exposure of the trunk and extremities to warmed, humidified 
air as in fever therapy, it contains a sprinkler for washing the 
patient and for flushing the in- 
terior of the cabinet. The appa- 
ratus measures 241 cm. (95 in.) 
in length, 127 cm. (50 in.) in 
height and 86 cm. (34 in.) in 
width. It weighs about 258 kg. 
(570 Ib.). When crated for ship- 
ment it measures 253 cm. (100 
in.) in length, 138 cm. (54 in.) 
in height and 100 cm. (40 in.) in 
width. The weights are 373 kg. 
(820 lb.) for domestic and 408 
kg. (900 Ib.) for foreign ship- ~ 
ment. Connections for hot and Commonwealth Therapeutic Unit 
cold water are required for the 
waste pipe and for electricity. A window in the front enables 
the operator to observe the color of the patient’s skin, and a 
porthole makes nursing care possible during prolonged fever 
treatments. The unit is not recommended for the treatment of 
obesity. There are two other models, Nos. 2 and 3, which differ 
only in size. 

The Council obtained evidence from acceptable sources that 
the apparatus was of sturdy construction and that it performed 
as represented by the manufacturer. The Council on Physical 
Medicine and Rehabilitation voted to include the Common- 
wealth Therapeutic Units in its list of accepted devices. 


LINDE TYPE R-501 OXYGEN THERAPY 
REGULATOR ACCEPTED 


Manufacturer: Linde Air Products Company, A Division of 
Union Carbide and Carbon Corporation, 30 East 42nd Street, 
New York 17. 

The Linde Type R-501 Oxygen Therapy Regulator is a de- 
vice intended for use in the clinical administration of oxygen 
in the hospital, the clinic, the physician’s office, or the patient’s 
home. It bears a gauge to indi- 
cate the pressure of the gas re- 
maining in the cylinder and a 
flowmeter graduated in liters (of 
oxygen) per minute. 

The device is small enough to 
be fastened to and supported by 
a standing gas-cylinder of the 
usual 4 or § ft. size. It weighs 
2.7 kg. (6 Ib.). Packed for ship- 
ment it makes a package mea- 
suring 15 by 30 by 26 cm. (6 
by 12 by 10 3/16 in.) and weigh- 
ing 3.6 kg. (7 lb. 13 o2z.). The 
foreign shipping weight is 3.6 kg. 

Evidence was obtained from 
sources acceptable to the Council that the device was satisfac- 
tory for administering oxygen therapy under working condi- 
tions in a hospital ward. The Council on Physical Medicine and 
Rehabilitation voted to include the Linde Type R-501 Oxygen 
Therapy Regulator in its list of accepted devices. 


Linde Type R-501 Oxygen 
Therapy Regulator 
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GRANTS TO MEDICAL SCHOOLS 


Those interested in the future of medical education 
received substantial encouragement on July 19 with the 
announcement that the National Fund for Medical Edu- 
cation had made its initial distribution of grants totaling 
$1,132,500 to the 79 medical schools of the country. 
It is expected that the Fund, with the cooperation of 
professional, industrial, and civic leaders throughout 
America, will raise a total of at least 5 million dollars 
for medical education and that the schools will receive 
additional grants before the.year is over. 

The circumstances motivating this effort on the part 
of medical educators, the medical profession, and many 
from beyond the field of medicine to raise funds for the 
medical schools were and are many. The nation’s facil- 
ities for the education of physicians have been heavily 
burdened during recent years by the effects of rising 
costs, reduced income from endowments, and fewer 
large individual gifts. As each year passed, the problem 
became more serious. Finally, it captured the attention 
of national leaders from many walks of life. 

Representatives of the medical profession, in com- 
pany with leaders from America’s great industries, edu- 
cation, agriculture, and labor, who were aware of the 
urgency of needs at the inflation-plagued centers of 
medical education, met to devise a method of relief. To- 
gether, more than two years ago, they formed the 
National Fund for Medical Education, whose primary 
responsibility is to raise needed funds from voluntary 
sources and distribute them to the nation’s medical 
schools. The initial grants signal the first achievement 
of these goals. : 

In comparison with the over-all operating budgets of 
the medical schools, totaling many millions, the Na- 
tional Fund’s grants may seem to some small. Four-year 
schools received $15,000, while two-year schools were 
given half that amount. However, for many of the 
schools these grants constitute the largest amount of 
totally unrestricted money that they have had available 
in recent years. Consequently, these grants, which each 
school can use where they are most needed, have for 
the medical schools a useful value out of proportion to 
the actual number of dollars involved. 


1. Merrill, R. B., and Hingson, R. A.: Study of Incidence of Maternal 
Mortality from Aspiration of Vomitus During Anesthesia Occurring in 
Major Obstetric Hospitals in United States, Anesth. & Analg. 30: 121 
(May-June) 1951. 
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The medical profession is demonstrating its willing- 
ness and ability to aid significantly in meeting the prob- 
lem of the nation’s medical schools. Through the 
American Medical Education Foundation, one of the 
supporters of the National Fund, the physicians of 
America have provided more than one-half the total 
fund just distributed. The profession’s activities in sup- 
port of the Foundation, however, must continue, for it 
has pledged itself to raise a minimum of a million dol- 
lars during 1951. | 

The goal for 1951 is still unmet, and in a spirit of 
“first things first,” every physician in America is asked 
to do his part in preserving and strengthening the educa- 
tional institutions which have made the standards of his 
profession possible. He can help by giving immediately 
a contribution to the American Medical Education 
Foundation. Information on such contributions can be 
found on Advertising page 15 of this issue of THE 
JOURNAL. 


ASPIRATION OF VOMITUS DURING 
OBSTETRIC ANESTHESIA 


In a recent article Merrill and Hingson ! call attention 
to the hazard of aspiration of vomitus during anesthesia 
in obstetrics. Questionnaires replied to by 183 hospitals 
reporting a total of 2,503,921 births in the past five years 
revealed 59 maternal deaths during this period from such 
aspiration during induction or during emergence from 
anesthesia. From these figures, the authors estimate that 
in the United States there must be at least 100 maternal 
deaths per year from this cause. This would represent 
some 2% of the total maternal mortality. 


Factors that predispose to vomiting during obstetrical 
anesthesia include a delay in the emptying time of the 
stomach during labor; a predisposition to anoxia due to 
limitations of respiratory exchange caused by the en- 
larged uterus; the light anesthesia that is necessary to 
maintain uterine contractibility and the cooperation of 
the patient, but which renders the vomiting center hyper- 
sensitive; and the difficulty of achieving proper prepara- 
tion in the face of certain obstetric emergencies. To re- 
duce the incidence of these seemingly unnecessary deaths, 
the authors recommend that prenatal instruction include 
a warning of the danger of eating at home after the onset 
of labor. In the hospital, food by mouth should be with- 
held from all patients in active labor. For those patients 
in rapidly advancing labor who have eaten within six 
hours, spinal or caudal analgesia should substitute for 
intravenous or inhalation anesthesia unless the stomach 
is artificially emptied. Finally, adequate equipment 
should be readily available in the delivery room for the 
treatment of vomiting during anesthesia. Recommended 
therapeutic measures include placing the patient in deep 
Trendelenburg position, stopping anesthesia to permit re- 
turn of the cough and laryngeal reflexes, aspiration of 
food particles under direct bronchoscopic examination, 
and the administration of 5 to 10% carbon dioxide to 
produce hyperpnea. 
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INCOME OF PHYSICIANS 


The United States Department of Commerce published 
in its July Survey of Current Business an article by 
William Weinfeld, “Income of Physicians, 1929-49.” 
This is the first report of the results of the survey of the 
1949 incomes of physicians in the United States which 
was a joint undertaking of its Office of Business Econom- 
ics and the American Medical Association’s Bureau of 
Medical Economic Research. Elsewhere in this issue 
(page 1249) is a summary and analysis of this first report 
by Frank G. Dickinson, Director, and Charles E. Bradley, 
Associate in Economics, Bureau of Medical Economic 
Research. They have worked closely with Mr. Weinfeld 
and Mr. M. Joseph Meehan, Director of the Office of 
Business Economics, in preparing the questionnaires, in 
selecting the samples, and in the mailing. The tabula- 
tions and the interpretations in the Weinfeld article, al- 
though presented to Dickinson and Bradley for critical 
examination prior to publication, are the responsibility 
of the Department of Commerce. Later the questionnaires 
will be loaned to the Bureau of Medical Economic Re- 
search for further analysis and study. 

This survey, in which more than $5,000 physicians 
participated, is the broadest mail questionnaire survey of 
professional incomes ever made in the United States. The 
wide variety of data provided makes it difficult to prepare 
a short summary. The more important averages are pre- 
sented in the summary by Dickinson and Bradley. Pos- 
sibly the most significant general conclusion is found in 
the third paragraph of Weinfeld’s article: “In the 20 year 
period since 1929, the average net income of all civilian 
physicians more than doubled, but this relative increase 
was practically identical with that for all earners in the 
general population over the same period.” Dickinson and 
Bradley reached the same conclusion regarding changes 
since the period 1935-1939, a more commonly used base 
period than 1929 in economic reports. They also call 
attention to the fact that all averages refer to net income 
before taxes, and that the gain in net income after taxes 
in recent years was considerably less. The increases in 
the earnings of physicians during the past 12 or 20 years 
have been due to three factors: a moderate increase in fee 
schedules, better collections, and greater “output per 
physician.” 

The average (mean) net income from medical practice 
of the 30,000 physicians whose returned questionnaires 
have already been analyzed was $11,058; this net amount 
was 60.4% of the average (mean) gross income, 
$18,316. Since 1945 the percentage of the mean net to 
the mean gross income of nonsalaried physicians de- 
clined from 63.3% to 59.6%. The median net income 
was $8,835; that is, one-half of the physicians reported 
net incomes of less than this amount and the other one- 
half reported higher incomes. Many statisticians regard 
the median income as more descriptive than the mean in- 
come in such surveys. 

The reactions of physicians to these and the other 
averages from the survey will vary considerably. Older 
physicians who have been in practice for many years may 
consider them too high, while physicians at the earning 
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peak of their lives may regard them as too low. The very 
large numbers of returns analyzed, 30,000, would seem, 
however, definitely to establish these a for the 
broad groups of physicians. 

Weinfeld notes that the evidence is now clear that the 
average earnings of physicians are above those of lawyers, 
the reverse of the situation which prevailed one or two 
decades ago. He also notes that the physicians who are 
compensated entirely by salary had mean incomes $3,310 
lower than those who received no salary, that is, depend- 
ent entirely on fees from patients. Dickinson and Bradley 
attribute roughly one-fourth of this difference to the 
pension rights of salaried physicians and as much as one- 
fourth to the value of vacation pay and sick leave benefits. 

The mean net income reported by general practition- 
ers in independent practice was $8,835 as compared with 
$15,014 for full-time specialists. Weinfeld calls attention 
to the fact that this excess was not as great, percentag 
wise, in 1949 as it was in 1929—$6,200 and $6,100. 

The mean and median net incomes of the non- 
salaried physicians were highest in the Far West (Wash- 
ington, Oregon, Nevada, and California), $14,235 and 
$12,243. New England ranked lowest in both mean and 
median incomes, $9,602 and $7,818. The Weinfeld 
article also presents averages for individual states and 
named cities. Dickinson and Bradley, however, have 
some doubts about the statistical validity of some of these 
averages for particular cities and states and are also 
somewhat skeptical about the averages for the specialties 
which ranked neurological surgeons first and pathologists 
second in both mean and median incomes. 

This survey provides good bench-mark data on the in- 
comes of physicians, a subject about which there has 
been a considerable amount of highly speculative writing 
and speaking in recent years. Thus the entire medical 
profession has benefited by the willingness of 55,000 of 
its members to cooperate with the U. S. Department of 
Commerce in one of the periodic surveys needed in 
the preparation of estimates of national income and per- 
sonal consumer expenditures. The study is replete with 
evidence that the highest average incomes are not being 
earned by physicians in the large metropolitan cities. 
This information should buttress the arguments of the 
many physicians and lay leaders interested in improving 
medical care in the smaller cities and towns of the rural 
parts of the country. Although many factors are involved 
in the choice of location, this study is commended to all 
interns and residents who are faced with the problem of 
choosing a location. 

In the larger sense this study demonstrates again that 
there was no nation-wide shortage of physicians in 1949, 
for physicians’ incomes had risen just about as fast per- 
centagewise as the average income of the American peo- 
ple. The mean and median net incomes in 1949 of 
physicians would have been far higher if there had been 
a nation-wide shortage of physicians. On the other hand, 
this study provides much evidence of the economic ad- 
vantages of practicing medicine in the small and medium- 
sized cities and, indirectly, may suggest to some an 
over-supply of physicians in metropolitan centers. 
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THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


One of the primary reasons for the organization of the Ameri- 
can Medical Association in 1847 was “to elevate the standard 
of medical education in the United States.” Ever since that first 
meeting, the advancement of medical education has been a con- 
tinuing major activity of our Association. It is fitting, there- 
fore, that I devote one of the President’s Pages to a review of 
the A. M. A.’s influential role in this field and to a discussion 
of the profession’s responsibility in the training of future 
physicians. 

One of the first acts of the American Medical Association 
after its organization was the establishment of a Committee on 
Education. This committee faced a chaotic situation. The west- 
ward migration and other unsettled conditions in the United 
States made the demand for doctors high. Since there were vir- 
tually no restrictions on the establishment of medical schools, 
they were mushrooming rapidly. Most of them were operated 
for the profit of promoters and faculty, and more attention was 
given to attracting numbers of students than to the quality of 
training. While there were a few good schools, most of the re- 
mainder ranged from six-month semblances of scientific edu- 
cational institutions to diploma mills which 
sold degrees for a fee. 


essential to secure expertness in each of the specialties.” These 
committees were the forerunners of today’s specialty boards, 
which have developed and now operate with the assistance of 
the Council. 

Other important activities which can be mentioned only in 
passing are the approval of schools for laboratory technicians, 
occupational therapists, and other technicians in fields allied to 
medicine (at their request), the listing of postgraduate medical 
courses, openings for residencies and internships, and foreign 
medical schools, and periodic national surveys of medical 
education. 

This brief history shows clearly the important role that the 
American Medical Association, through its Council on Medical 
Education and Hospitals, has played in the improvement of 
medical education. This role has brought it on occasion into 
conflict with groups both within and without the profession. 
However, the high regard in which medical education is held 
today attests to the soundness and integrity of its work. 

While continuing the many constructive activities I have de- 
tailed above, the American Medical Association is again em- 
broiled in a controversy, this time over fed- 
eral aid to medical education. There is no 


The struggle of the American Medical 
Association, together with the Association of 
American Medical Colleges and other groups, 
to raise the standards of education from this 
chaos to their present high level provides one 
of the most brilliant chapters in modern 
medical history. 

During the first 56 years of the Associa- 
tion’s existence, many resolutions were passed 
and the schools were asked again and again 
to improve their curriculums, with little re- 
sult. Then, in 1903, the Committee on Edu- 
cation was reorganized as the Council on 
Medical Education. This strengthened group 
established “minimum” and “ideal” standards 
for medical schools, thus giving them specific 
goals. It also divided the schools into four 
classes, on the basis of the number of their 
graduates failing to pass state licensure ex- 
aminations, and regularly published these 
tables. 

Considerable resentment developed in the medical colleges 
from these reports. To help offset this, the Council asked the 
Carnegie Foundation to conduct a study of medical education, 
the result of which was the famous Abraham Flexner report 
which illustrated so clearly the deplorable state of the medical 
schools in the United States. From that time on, the revolution 
was under way and the poor schools either closed or else im- 
proved their curriculums until they received approval. Today 
all schools in the United States are fully approved by the Council. 
Its work with medical education, therefore, is now less of a 
policing action and much more of a counseling and information 
service. 

Meanwhile, the Council on Medical Education had recog- 
nized the importance of internships, and in 1912 it undertook 
its first survey of hospitals. Since 1928 the Council has main- 
tained a staff of trained hospital inspectors who devote full time 
to improving education standards in hospitals. They not only 
collect factual data necessary for evaluation but counsel hos- 
pitals on ways and means of improving training. This well- 
recognized consultation service operates without cost to hospitals 
in the United States. 

Another field that attracted the attention of the Council dur- 
ing the second two decades of this century was that of graduate 
education. Realizing that physicians must continue learning after 
receiving their degrees, and recognizing the importance of 
further study in special fields, the Council in 1920 organized 
15 committees “to recommend what preparation was deemed 


doubt that our medical schools need more 
money. The Association believes, however, 
that S. 337, the federal aid to medical educa- 
tion bill now before Congress, would in- 
evitably lead to federal control because it 
provides funds for over-all operating ex- 
penses of medical schools—thus putting a 
finger in every budgetary pie. The Commis- 
sion on Financing Higher Education also 
opposed this bill in a recent report, saying 
that, until it had been demonstrated that 
other sources of funds were exhausted, no 
such radical and far-reaching change should 
be undertaken. 

The American Medical Association pro- 
poses this two-point program instead: (1) 
stepped-up raising of voluntary funds through 
the American Medical Education Founda- 
tion and the National Fund for Medical 
Education, and (2) one-time federal grants, 
administered locally, for construction and 
renovation of the physical plant of medical schools. This latter 
would be similar to the Hill-Burton construction act for hospitals. 

The American Medical Association’s stand is a strong one if 
voluntary support is forthcoming. Other groups in society have 
indicated their willingness to help, but it is up to the medical 
profession to lead the way in raising funds. Since the time of 
Hippocrates, we physicians have accepted the obligation to 
transmit the art of medicine to future generations. We are 
further obligated by the fact that not one of us paid entirely 
for our own medical education. If we attended a state school, 
our training was paid for in part by the taxpayers. If we at- 
tended a private university, various philanthropic groups and 
individuals helped finance our education. The change in tax 
structure during the past two decades has made it increasingly 
difficult for individuals to amass great wealth and for states to 
raise additional funds. Medical education, therefore, must be 
supported by contributions from a broad base, and the medical 
profession must constitute its central core. 

Full information on the American Medical Education Foun- 
dation may be found on advertising page 15. I earnestly ask 
that every doctor of medicine read this information, consider 
his obligation to his profession, and give generously to the Foun- 
dation. If each physician gives $100 a year, it will provide some 
18 million dollars annually for medical education. These gifts 
would be a direct contribution not only to America’s future 
health but also to the freedom of our profession. 


Joun W. Cine, M.D., San Francisco. 
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MEDICAL NEWS 


ARIZONA 


Pathologists and Radiologists Organize.—At a recent meeting 
the Arizona Association of Pathologists and Radiologists voted 
to disband in order to allow the organization of separate 
groups for each specialty. The radiologists reorganized as the 
Arizona Radiological Society and elected Dr. Maurice R. 
Richter, Phoenix, president; Dr. Herbert D. Weish, Tucson, vice 
president, and Dr. R. Lee Foster, Phoenix, secretary-treasurer. 
The pathologists organized the Arizona Society of Pathologists 
with the following officers: Dr. George O. Hartman, Tucson, 
president; Dr. Onie O. Williams, Phoenix, vice president, and 
Dr. Ralph H. Fuller, Tucson, secretary-treasurer. 


GEORGIA 


New Executive Secretary.—The Medical Association of Georgia 
announces the appointment of Mr. Sid Wrightsman Jr. as ex- 
ecutive secretary and public relations director, effective July 15. 
It is requested that all correspondence be directed to him. The 
new address of the association is 875 West Peachtree St., N. E., 
Atlanta. The next annual session of the association will be held 
in Atlanta, May 11-14, 1952, at the Atlanta Biltmore Hotel. 


ILLINOIS 


Recommends Restriction of Hospital Visitors.—Restriction of 
maternity patients’ visitors to one a day, preferably the father, 
has been recommended by the state department of public health 
in view of reports indicating increased incidence of diarrhea in 
the general population of the state. In addition to the control of 
visiting, hospital administrators in cooperation with doctors and 
nurses are asked to strengthen other control methods so that 
safe care of mothers and infants may be assured. Physicians are 
encouraged to report to their local health departments all 
diarrheal diseases irrespective of cause. There is no known 
epidemic in hospital nurseries at this time. The objective is to 
prevent one. The public can help by its understanding, co- 
operation, and support. 


Chicago 

Borden Undergraduate Award.—Dr. Robert E. Lee has been 
named recipient of the Borden Undergraduate Research Award 
for 1951 at the University of Illinois College of Medicine. The 
award, representing a gift of $500, for originality and thorough- 
ness of research is presented by the Borden Company Founda- 
tion, Inc. Dr. Lee recently received the doctor of medicine 
degree from the university. 


Gift from Solomon Foundation.—The Hektoen Institute for 
Medical Research of the Cook County Hospital has received a 
$50,000 check for medical research from the Dr. Jerome D. 
Solomon Memorial Research Foundation. The foundation is re- 
ported to have given a total of $350,000 for work carried on at 
the institute. 


Fellowship Award Renewed.—Dr. Abe Oyamada, a resident in 
the department of pathology of Mount Sinai Hospital, has been 
awarded the Ruth Berger Reader Fellowship in the amount of 
$1,500 for research on hemolytic anemias. This is the second 
year that this fellowship, supported by the Hematology Foun- 
dation in Chicago, has been awarded to Dr. Oyamada, who 
will carry on his investigations under the supervision of Dr. 
Israel Davidsohn, professor of pathology at the Chicago Medi- 
cal School and director of laboratories at Mount Sinai Hos- 
pital. 


Doctor Grubbe Honored.—Dr. Emil H. Grubbe was guest of 
honor at a meeting July 11 of the Alumni Association of Hahne- 
mann Medical College, which is no longer in existence. Dr. 


Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Grubbe was presented a scroll of honor for his meritorious 
service in pioneering in radiation therapy. He is credited with 
being the first scientist ever to use x-rays for healing. Dr. 
Grubbe was graduated from the college in 1898. His pioneer- 
ing research cost him his left hand, parts of his upper lip and 
jaw, and the use of his right hand. Dr. Grubbe retired from 
active practice two years ago but still sees a few patients in his 
home. 


MAINE 


State Secretary Retires—The council of the Maine Medical 
Association at its meeting in June released the following state- 
ment: 

Dr. Frederick R. Carter of South Portland, who has served as secretary- 
treasurer of the Maine Medical Association since 1937 has retired from 
those offices, as well as his positions on the Journal of the Maine Medical 
Association. Dr. Carter . . . has retired for reasons of health. Mrs. Esther 
M. Kennard, who has served as Dr. Carter’s assistant for several years, 
was elected as acting secretary-treasurer until the council has the oppor- 
tunity to study carefully such reorganization of these duties as Dr. Carter’s 
retirement makes necessary. 


MARYLAND 


Personal.—Dr. Alfred Blalock, professor of surgery at Johns 
Hopkins Medical School, Baltimore, received an honorary 
doctor of science degree at the University of Rochester, New 
York, June 12. 


New Organization of State Health Department.—Reorganiza- 
tion of the state department of health in accordance with the 
new health law enacted by the General Assembly of Maryland 
earlier this year became effective July 1. The recently adopted 
plan establishes seven bureaus. Only the chiefs of the bureaus 
and members of the executive office are now directly responsible 
to the director of health. Chiefs of divisions are accountable to 
the director through the chiefs of the bureaus to which their 
programs have been assigned. The changes were recommended 
on the basis of a survey undertaken in 1949. The seven bureaus 
are as follows: Office of the Deputy Director, Bureau of Labora- 
tories, Bureau of Preventive Medicine, Bureau of Tuberculosis, 
Bureau of Medical Services and Hospitals, Bureau of Environ- 
mental Hygiene, and Bureau of Management. The executive 
Office consists of a legal adviser, a consultant in public health 
administration, a public relations assistant, and an administra- 
tive assistant. 


MASSACHUSETTS 


Clearinghouse for P uate Education.—A central clear- 
inghouse of all available information concerning postgraduate 
medical education in this state is now being set up as a service 
to physicians by the Massachusetts Medical Society. Instead of 
having to “shop around” to find a desired program, following 
completion of a survey now in progress, a physician will need 
but contact the clearinghouse to be set up in the society’s head- 
quarters at 22 The Fenway, Boston. Mrs. Charlotte W. Trout- 
wine of Newton Center is executive secretary. The clearinghouse 
is sponsored by the society's Committee on Postgraduate Medi- 
cal Education, in cooperation with the medical schools of 
Harvard, Boston University, and Tufts; the Lahey Clinic; 
Massachusetts Heart Association; the Joslin Clinic; Massachu- 
setts Tuberculosis and Health League; National Foundation for 
Infantile Paralysis, Inc., and the Massachusetts Academy of 
General Practice. 


MINNESOTA 


Dr. Lillehei Wins Smith Award.—Dr. C. Walton Lillehei, now 
associate professor of surgery at the University of Minnesota 
Medical School, Minneapolis, was recently awarded the Theo- 
bald Smith Award in Medical Sciences for 1951. The award, 
$1,000 and a bronze medal, established by Eli Lilly & Com- 
pany, Indianapolis, in 1936, was made at a dinner of the Cleve- 
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land meeting of the Federation of American Societies for Ex- 
perimental Biology. Much of Dr. Lillehei’s research has been 
concerned with endocarditis, glomerulonephritis, and related 
ailments. 

Personals.—The University of Minnesota awarded certificates of 
merit June 18 to the following veteran members of the Mayo 
Foundation staff in Rochester: Drs. Donald C. Balfour, Dorr F. 
Hallenbeck, Melvin S. Henderson, Monte C. Piper, and Harry G. 
Wood, The certificates were given as “a token of the appreciation 
which the University feels for their splendid years of service.” 
— —Edward J. Baldes, Ph.D., of the Mayo Foundation, Roch- 
ester, has been named “Chevalier de Ordre National de la 
Legion d’Honneur” by the French government, “as a token of 
gratitude for outstanding services . . rendered to medical 
sciences, especially . . . in the field of aeronautics. . . .” The 
award was presented by M. Francois Briere, consul general of 
France at Chicago, in Balfour Hall, Mayo Foundation House, 
July 10. 


MISSOURI 


County Society Presents Gold Keys.—The Jackson County 
Medical Society at its installment of officers on June 29 pre- 
sented gold keys to Dr. Herbert L. Mantz and to Eric William- 
son, both of Kansas City. Dr. Mantz has been director of the 
tuberculosis clinic at the city’s General Hospital for 24 years, 
was president of the Missouri Tuberculosis Association from 
1945 to 1948 and of the National Tuberculosis Association in 
1949, and now is national consultant in the tuberculosis program 
of the Veterans Administration. Eric Williamson, an insurance 
man for 21 years, was cited for his leadership in the Kansas City 
chapter of the Arthritis and Rheumatism Foundation. He served 
as the first president of the local chapter of the Arthritis and 
Rheumatism Foundation and has led its local campaigns and 
participated in its national program. At the recent convention 
of the American Rheumatism Association in Atlantic City he 
was a guest speaker. 


NEW MEXICO 

State Medical Election.—At the recent annual meeting of the 
New Mexico Medical Society in Santa Fe, Dr. Leland S. Evans, 
Las Cruces, was installed as president. Elected officers include 
Dr. Coy S. Stone, Hobbs, president-elect; Dr. Albert S. Lathrop, 
Santa Fe, vice president, and Dr. Lucien G. Rice Jr., Albu- 
querque, secretary-treasurer. 


Personal.—Dr. Stuart W. Adler, Albuquerque, has been named 
“top man of the year” by the local junior chamber of commerce. 
He has long been active within the medical profession of Ber- 
nalillo County and the state and has been a leader in the mass 
X-ray projects of the tuberculosis association, the health center 
of the New Mexico Society for Crippled Children, the New 
Mexico Health Foundation, and the Cerebral Palsy School. 


NEW YORK 


Award for Discovery of the Coxsackie Virus.—Dr. Gilbert J. 
Dalldorf, director of the state department of health’s Division of 
Laboratories and Research, has received the Harold J. Fisher 
Memorial Award for discovery of a virus which produces a 
disease similar to poliomyelitis. Unlike the virus of polio- 
myelitis, which attacks the nerves, the virus isolated by Dr. 
Dallidorf attacks the skeletal muscles, the nervous system being 
unaffected. He has named the new virus “Coxsackie” because 
the patients from whom it was first isolated were residents of 
that village (THE JOURNAL, Feb. 17, p. 488). 


New York City 


Academy Clarifies Statement on Immunization.—The New 
York Academy of Medicine through the Committee on Public 
Health Relations, and with the concurrence of City Commission- 
er of Health Dr. John F. Mahoney, clarifies the latter’s recent 
advice to physicians in regard to the avoidance of elective 
injections during the summer months of 1951 (THE JouRNAL, 
June 30, p. 856). 

1. Immunization against typhoid fever, and other communica- 
ble diseases should be given to all persons who are about to leave the 


country, as required by law or the regulations of the immigration 
authorities. 


J.A.M.A., July 28, 1951 


2. Immunization against smallpox, typhoid fever, rabies, diphtheria, and 
other communicable diseases should be given during an epidemic or local 
endemic of these diseases to all susceptible persons who may be exposed 
to the infection. 


3. Immunization against smallpox and typhoid fever should be given to 
children who are to travel or vacation in areas where they may be exposed 
to such infection. 


4. Desensitization against hay fever, asthma, and other allergic con- 
ditions is warranted. 


5. Insulin therapy should be continued in diabetic children and adults. 
6. Penicillin and other antibiotics as well as other life-saving injections 


should be administered during summer months whenever indicated 
clinically, 


7. Primary immunization of the population against diphtheria, tetanus, 
and whooping cough should be concentrated in the first six months of 
life. Repetition of such immunization at a later age should be carried 
out November 1 to April 30 during the year 1951-52, but this general 
rule should not prevent a physician from giving such immunizations 
during the summer months to persons exposed to infection if in his 
judgment there is danger of acquiring such infection. 


OREGON 


Dr. Hill to Head Pediatric Department.—Dr. Allan J. Hill Jr., 
clinical assistant professor of pediatrics at the University of 
Minnesota Medical School, Minneapolis, has been appointed 
head of the department of pediatrics at the University of Oregon 
Medical School, Portland, and chief of the Doernbecher 
Memorial Hospital for Children. 


SOUTH CAROLINA 


State Medical Election.—Among the officers of the South Caro- 
lina Medical Association chosen at its recent annual meeting 
are Dr. Joseph D. Guess, Greenville, who was installed as 
president, and Dr. Lawrence P. Thackston, Orangeburg, 
president-elect. The secretary is Dr. Nathaniel B. Heyward, 
Columbia, and the treasurer Dr. J. Howard Stokes, Florence. 


WEST VIRGINIA 


School Health Conference.—The third Annual Working Con- 
ference on School Health will be held at Jackson’s Mill during 
the week of August 20. The conference is sponsored by the 
state departments of health and of education and West Virginia 
University. The program will be broken down into general 
school health instruction, nutrition instruction, and safety in- 
struction. The conference will be strictly a working conference 
in which those who attend will have an opportunity to partici- 
pate and present their problems for group assistance. Expert 
consultants on school health will be present in an advisory 
capacity. 


GENERAL 


Conference on Alcoholism.—The National States’ Conference 
on Alcoholism will hold its annual meeting at the Hotel Taft 
in New Haven, Conn., August 5-8. The program includes re- 
ports on state activities and developments in related agencies, 
including the World Health Organization, National Committee 
on Alcoholism, American Psychiatric Association, U. S. Public 
Health Service, and the Committee on Chronic Illness of the 
American Medical Association. There will be reports on re- 
search developments and discussions of problems of therapy. 
Details may be obtained from the program chairman, Walter 
O. Cromwell, 310 North Orchard St., Madison 2, Wis. 


French Stamp Honors Medical Military Medicine.—A 15-franc 
stamp issued by France on June 18 honors military medicine. 
It pictures the Val-de-Grace Chapel, a religious edifice which in 
1793 was transformed into a military instruction hospital, and 
in 1850 into a school of military health service. It also carries 
the portraits of three medical scientists identified with the 
service: Robert Picque (1877-1927), a surgeon who pioneered 
in performing operations at the front in World War I; Zacharie 
Roussin (1827-1894), pharmacist and toxicologist, and Antoine 
Villemin (1827-1892), a physician who did tuberculosis re- 
search. 


WHO Regional Office in Manila.—The World Health Organi- 
zation Regional Office for the Western Pacific was formally 
established May 21, as the regional committee held its first 
session in Geneva with the participation of 12 countries and 
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of states having trust territories in that region. The committee 
recommended the selection of Manila as the permanent head- 
quarters for the regional office. It also nominated Dr. I. C. 
Fang, present director of the temporary regional office in Hong 
Kong, as permanent regional director. Both decisions were 
confirmed by the WHO executive board in Geneva in June. 
The first session of the regional committee, which elected Dr. 
R. G. Padua, vice health minister of the Philippines, as chair- 
man, was attended by representatives of Australia, New 
Zealand, Viet Nam, Cambodia, Philippines, Laos, Korea, 
Japan, France, United Kingdom, Netherlands, and Portugal. 
The representative from Australia was present as an observer. 


Action on Shortage of Insecticides.—As one of a series of steps 
designed to relieve a world shortage of chlorine-based insecti- 
cides, including DDT, the World Health Organization has asked 
the United Nations to set up a special body to investigate the 
problem. A communication from Dr. Brock Chisholm, WHO 
director-general, will be placed before the 13th session of the 
Economic and Social Council opening on July 30 in Geneva. 
WHO points out that the availability of insecticides has been 
sharply affected by the shortage of essential raw materials 
(chlorine, benzene, and sulphuric acid) resulting from defense 
programs of the major producing countries. A survey of public 
health requirements of insecticides for all member states showed 
that a total of 23,688,000 pounds of DDT will be needed for 
the last half of 1951 and the full year of 1952. 


Personals.—Dr. Donald D. Van Slyke of the Brookhaven Na- 
tional Laboratory, Upton, N. Y., has become a counselor of the 
Lilly Research Grants sponsored by Eli Lilly & Company, 
Indianapolis. Since 1948 he has been assistant director and 
physiologist at the Brookhaven National Laboratory, assisting 
in the organization of the departments of biology and medicine, 
and during the past two years he has also served as chemist in 
the department of medicine. Although now relinquishing his 
administrative responsibilities as assistant director at the Brook- 
haven Laboratory, Dr. Van Slyke will continue his research 
work there in the department of medicine. At the annual 
session of the American College of Physicians Dr. Rolla E. 
Dyer, director of research, Emory University, was awarded 
the James D. Bruce Memorial Medal for 1951 in the field of 
preventive medicine. 


Fund for Fundamental Research.—Sharp & Dohme, Inc., Glen- 
holden, Pa., has authorized $50,000 to be placed in a special 
fund for grants to outstanding university scientists for the ad- 
vancement of fundamental research in the fields of biology, 
microbiology, and chemistry. At the same time two grants of 
$10,000 each were made from this new fund to Wilbur W. 
Swingle, Ph.D., department of biology, Princeton University, 
Princeton, N. J., and to Dr. Stanley J. Sarnoff, School of Public 
Health, Harvard University, Boston. The grants are to be 
awarded on a year-to-year basis, but grants may be renewed for 
at least two additional years. There will be complete freedom 
of communication and publication of the results of the research 
supported by the grants. Dr. Swingle will conduct basic investi- 
gations on the adrenal cortex and resistance to toxic agents. Dr. 
Sarnoff will direct basic research in the cardiovascular field with 
special emphasis on the causes and prevention of lung edema. 


Home Care Plans for Poliomyelitis——A March of Dimes grant 
of $18,262 will enable the American Physical Therapy Associa- 
tion to include a continuing study of home care plans for polio 
and other patients in its educational program. Since 1946 a broad 
educational program has been undertaken by the association 
with the assistance of the National Foundation for Infantile 
Paralysis to recruit more students for physical therapy train- 
ing, to make more effective the professional training, to provide 
visual aids and instructional material to meet the needs of gradu- 
ate physical therapists in providing better care for poliomyelitis 
patients, and to improve personnel practices in the field. The 
grant will enable the association to continue its extensive study 
of the various physical therapy home care plans now in operation 
throughout the country. Association officials point out that it is 
becoming impossible to care for large numbers of polio patients 
‘in institutions for long periods of time because of the lack of 
hospital beds, insufficient professional personnel, and the high 
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cost of institution care. Completion of the study on home care 
plans will enable the association to provide guidance to the 
agencies providing physical therapists for home care as well as 
advising the physical therapists thus employed. Efforts will also 
be made to have physical therapy home care plans included in 
school curricula and to stimulate physical therapists to accept 
field service employment. 


Prevalence of Poliomyelitis——According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States in the weeks ending 
as indicated: 


July 14, July 7, 
Division and State 1951 1951 
Middle Atlantic States...............ccccues 44 29 
26 17 
East North Central States.................. 111 59 
West North Central States................. 53 24 
2 1 
South Atlantic 73 41 
District of 3 
East South Central States.................. 60 43 
West South Central States................. 155 124 
FOREIGN 


Congress on Rheumatology.—The Second European Congress 
of Rheumatology of the Ligue Européenne Contre le Rhuma- 
tisme, organized by the Spanish Society of Rheumatism, will be 
held in Barcelona, Spain, September 24-27. Congress papers 
will discuss non articular rheumatism, effects of pituitary and 
adrenal cortex hormones in rheumatic diseases, untrasonic 
therapy, ankylosing spondilitis, and brucellar rheumatism. The 
Spanish society is interested in the organization of a biblio- 
graphic exhibition of monographs and books edited during the 
last 20 years. Those who have edited such publications are 
invited to send a copy of each to (S.) Pedro Barcelo, General 
Secretary, Barcelona, Spain. 
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EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MEDICAL Examiners: Parts I and Il. Various Centers. 
Sept. 5-7 (Part I only). Applications must be filed at least thirty days 
prior to an examination. Ex. Sec., Mr. E. S. Elwood, 225 S. 15th St., 
Philadelphia. 


INTERNATIONAL COLLEGE OF SURGEONS 


Examinations for Certified Fellowship in the United States Chapter in 
General and Orthopedic Surgery, Chicago, Aug. 3-4. Sec., Dr. Arnold 
S. Jackson, 1516 Lake Shore Drive, Chicago 10. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Oral. Memphis, Oct. 14-17. Sec., 
Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15, Conn. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Chicago, 
March 1952. Oral. Chicago, May 1952. Final date for filing application 
is Feb, 1, 1952. Sec., Dr. George M. Lewis, 66 E. 66th St., New York 21. 


AMERICAN BOARD OF INTERNAL MEDICINE: Written. Various centers, Oct. 
15. Final date for filing applications was May 1. Oral. The schedule of 
oral examinations for 1951 has been arranged on a regional basis as 
follows: New York, date to be announced, covering Maine, Massachu- 
setts, New Hampshire, New York and Vermont. San Francisco, date to 
be announced, covering Arizona, California, Colorado, Idaho, Montana, 
New Mexico, Oregon, Utah and Washington. 

Only candidates who have not taken an oral examination can be admitted 
under the schedule arranged thus far. 

Closing dates for the filing of applications for examinations in New York 
and San Francisco to be announced. 

Oral examinations in the subspecialties will be held at the same time and 
place and on the same distribution. 

Exec. Sec., Dr. William A. Werrell, 1 W. Main St., Madison 3. 


AMERICAN BOARD OF NEUROLOGICAL SurGERY: Oral. Chicago, Oct. 25-26. 
Oral. Chicago, May 1952. Final date for filing applications for the May 
1952 examination is Jan. 1, 1952. Sec., Dr. W. J. German, 789 Howard 
Ave., New Haven 4, Conn. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Written. Feb. 1, 1952. 
Final date for filing applications is Nov. 1. Oral. Chicago, June 7-13, 
1952. Final date for filing application is Feb. 1, 1952. Sec., Dr. Paul 
Titus, 1015 Highland Building, Pittsburgh 6, Pa. 


AMERICAN BOARD OF OPHTHALMOLOGY: Written. Twenty-five centers, Feb. 
4-5, 1952. Oral. Chicago, October 8-13. Sec., Dr. Edwin B. Dunphy, 56 
Ivie Road, Cape Cottage, Maine. 


AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Final date for filing applica- 
tions for the 1952 Part Il examinations is Aug. 15, 1951. Sec., Dr. 
Harold A. Sofield, 122 S. Michigan Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 8-12. Sec., Dr. 
Dean M. Lierle, University Hospital, lowa City. 


AMERICAN BOARD OF PEDIATRICS: Oral. Buffalo, Oct. 26-28. Ex. Sec., Dr. 
John McK. Mitchell, 6 Cushman Rd., Rosemont, Pa. 


AMERICAN BOARD OF PLasTiC SurGERY: Denver, Oct. 27-29. Final date for 
filing of case reports is Aug. 30. Sec., Dr. Bradford Cannon. Office of 
the Board: 4647 Pershing Ave., St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Written. San Francisco, Octo- 
ber 28. Oral. San Francisco, October 29. Sec., Dr. Ernest L. Stebbins, 
615 North Wolfe St., Baltimore 5. 


AMERICAN BOARD OF PROCTOLOGY: Philadelphia, Nov. 17-18. Sec.-Gen., 
Dr. Louis A. Buie, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERCIAN BOARD OF PSYCHIATRY AND NEUROLOGY: Oral. New York, Dec. 
17-18. Final date for filing applications is Sept. 1. Act. Sec., Dr. David 
A. Boyd Jr., 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Oral. Washington, D. C., Sept. 17-22. 
Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 


AMERICAN BOARD OF SURGERY: Written. Various centers, Oct. 1951. Final 
date for filing applications is July 1. Written. Various Centers. March 
1952. Final date for filing application is Dec. 1, 1951. Sec., Dr. J. Stew- 
art Rodman, 225 S. 15th St., Philadelphia. 


BOARD OF THROACIC SURGERY: Written. Various parts of the country. Sept. 
14, 1951. Final date for filing applications is July 15. Sec., Dr. William 
M. Tuttle, 1151 Taylor Ave., Detroit 2, Mich. 


AMERICAN BOARD OF UROLOGY: Chicago, Feb. 9-13, 1952. Final date for 


filing applications is Sept. 1. Sec., Dr. Harry Culver, 30 Westwood Rd., 
Minneapolis 16. 


J.A.M.A., July 28, 1951 


MEETINGS 


AMERICAN ASSOCIATION OF OBSTETRICIANS, GYNECOLOGISTS AND ABDOMINAL 
SurRGEONS, The Homestead, Hot Springs, Va., Sept. 6-8. Dr. William F. 
Mengert, 2211 Oak Lawn Ave., Dallas, Texas, Secretary. 

AMERICAN CONGRESS OF PHYSICAL MEDICINE, Shirley-Savoy Hotel, Denver, 
Sept. 4-8. Dr. Walter J. Zeiter, 2020 E. 93d St., Cleveland 6, Execu- 
tive Director. 

AMERICAN HOSPITAL ASSOCIATION, St. Louis, Sept. 17-20. Mr. George 
Bugbee, 18 E. Division St., Chicago 10, Executive Director. 

COLORADO STATE MEDICAL Society, Denver, Sept. 18-21. Mr. Harvey T. 
Sethman, 1612 Tremont Place, Denver 2, Executive Secretary. 

Mississipp1 VALLEY Socrety, Peoria, Ill., Sept. 19-21. Dr. Harold 
Swanberg, 510 Maine St., Quincy, Ill., Secrejary. 

MONTANA MEDICAL ASSOCIATION, Great Falls, Sept. 13-16. Mr. L. R. 
Hegland, 104 N. Broadway, Billings, Executive Secretary. 

NATIONAL MEDICAL ASSOCIATION, Philadelphia, Aug. 20-24. Dr. John T. 
Givens, 1108 Church St., Norfolk 10, Va., General Secretary. 

NEVADA STATE MEDICAL ASSOCIATION, Riverside Hotel, Reno, Sept. 13-15. 
Dr. Wesley W. Hall, 307 W. Sixth St., Reno, Secretary. 

NortH TEXAS-SOUTHERN OKLAHOMA FALL CLINICAL CONFERENCE, Wichita 
Falls, Texas, Sept. 19. Dr. W. L. Powers, 517 Hamilton Bidg., Wichita 
Falls, Chairman. 

PENNSYLVANIA, MEDICAL SOCIETY OF THE STATE OF, Pittsburgh, Sept. 16-20. 
Dr. Walter F. Donaldson, 500 Penn Ave., Pittsburgh 22, Secretary. 
RENO SurRGICAL Society CONFERENCE, Riverside Hotel, Reno, Nev., Aug. 
23-25. Dr. Olin C. Moulton, 130 N. Virginia St., Reno, Nev., Chairman. 
Rocky MOUNTAIN RADIOLOGICAL SociETy, Denver, Aug. 9-11. Dr. Maurice 
D. Frazer, 1037 Stuart Building, Lincoln, Nebr., Secretary. 
U. S. CuaprTer, International College of Surgeons, Palmer House, Chicago, 
Sept. 10-14. Dr. Arnold S. Jackson, 1516 Lake Shore Drive, Chicago, 

Executive Secretary. 

Utan State Mepicat AssociaTion, Salt Lake City, Sept. 13-15. Dr. T. C. 
Weggeland, 42 S. Fifth East St., Salt Lake City, Secretary. 

WASHINGTON STATE MEDICAL ASSOCIATION, Seattle, Sept. 9-12. Dr. James 
W. Haviland, 338 White-Henry-Stuart Bldg., Seattle, Secretary. 


INTERNATIONAL 


EuroreaN CONGRESS ON RHEUMATISM, Barcelona, Spain, Sept. 24-27. Dr. 
Gunnar Edstron, Sweden, Secretary. 

GENERAL PRACTITIONERS STUDY CLUB INTERNATIONAL, Rome, Italy, Sept. 
12-15. Dr. John O'Connell, 10300 Lackland Road, St. Louis 14, Mo., 
U. S. A., President. 

INTERNATIONAL ANESTHESIA RESEARCH Society, London, England, Sept. 
3-7. Mr. R. W. Cope, University College Hospital, London W.C.1, 
England. 

INTERNATIONAL ASSOCIATION OF ALLERGISTS, Zurich, Switzerland, Sept. 23- 
29. Prof. A. S. Grumbach, Hygiene Institut der Universitaet Zurich, 
Gloriastr. 32, Zurich, Switzerland. 

INTERNATIONAL CONGRESS OF ANESTHESIOLOGY, Nursing School of the Sal- 
piettre, 47 Boul de |’Hospital, Paris, France, Sept. 20-22. 12 rue de Seine, 
Paris 6°, France, Secretariat. 

INTERNATIONAL CONGRESS ON ENTOMOLOGY, Amsterdam, Holland, Aug. 
17-24. Dr. J. de Wilde, 136 Rapenburgerstraat, Amsterdam, Secretary. 
INTERNATIONAL CONGRESS ON INDUSTRIAL MEDICINE, Instituto Superior 
Técnico, Lisbon, Portugal, Sept. 9-15. Dr. Luis Guerreiro, Instituto 
Nacional do Trabalho e Previdéncia, Praga do Comercio, Lisbon, Secre- 

tary General. 

INTERNATIONAL CONGRESS ON MENTAL HEALTH, Mexico City, Mexico, Dec. 
11-19. Mrs. Grace E. O'Neill, Division of World Affairs, National As- 
sociation on Mental Health, 1790 Broadway, New York 19, N. Y. 

INTERNATIONAL CONGRESS OF PHysicaL MEDICINE, London, England, July 
14-19. Dr. A. C. Boyle, 45, Lincoln’s Inn Fields, London, W.C.2, 
England, Honorary Secretary. 


INTERNATIONAL GERONTOLOGICAL ConGress, Hotel Jefferson, St. Louis, Mo., 
U. S. A., Sept. 9-14. Dr. John E. Kirk, 5600 Arsenal Street, St. Louis 9, 
Mo., Chairman, Program Committee. 

INTERNATIONAL POLIOMYELITIS CONGRESS, Copenhagen, Denmark, Sept. 
3-7. Prof. Dr. Niels Bohr, Statens Seruminstitut, 80 Amager Blvd., 
Copenhagen S., Denmark, President. 

INTERNATIONAL SOCIETY OF SURGERY, Paris, France, Sept. 24-29. Dr. L. 
Dejardin, 141, rue Belliard, Brussels, Belgium, Secretary General. 

INTERNATIONAL SOCIETY FOR THE WELFARE OF CRIPPLES, Fifth World Con- 
gress, Stockholm, Sweden, Sept. 9-14. Mr. Donald V. Wilson, 54 E, 
64th St., New York 21, N. Y., U. S. A., Executive Director. 

Pan Pacific SURGICAL ASSOCIATION CONGRESS, Honolulu, Hawaii, Nov. 
7-19. Dr. Forrest J. Pinkerton, Suite 7, Young Bldg., Honolulu, Hawaii, 
President. 

Wor.tD CONFEDERATION FOR PHySICIAL THERAPY, Copenhagen, Denmark, 
Sept. 7-8. 


Wortp MepDicaL AssociaTION, Stockholm, Sweden, Sept. 15-21. Dr. Louis 
H. Bauer, 2 E. 103d St., New York 29, N. Y., U. S. A., Secretary 
General. 
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DEATHS 


Copps, Lyman Alden ®@ Marshfield, Wis.; born in Stevens Point, 
Wis.; May 14, 1889; Rush Medical College, Chicago, 1915; 
specialist certified by the American Board of Ophthalmology and 
the American Board of Otolaryngology; member of the Ameri- 
can Academy of Ophthalmology and Otolaryngology; fellow of 
the American College of Surgeons; a founder of the Wisconsin 
and Upper Michigan Society of Ophthalmology; a member of the 
state medical advisory committee to the state board of vocational 
and adult education since 1949; served during World War I; 
president of the Marshfield Chamber of Commerce; a preceptor 
of the University of Wisconsin Medical School in Madison; at 
one time on the faculty of the University of Illinois College of 
Medicine in Chicago; president of the Marshfield Clinic since 
1942; affiliated with St. Joseph’s Hospital, where he was at one 
time chief of staff; recently appointed to the state board of health 
by the governor; died April 2, aged 61, of cerebral vascular 
occlusion. 


Fuller, Earl William © Greystone Park, N. J.; born in Utica, 
N. Y., July 3, 1885; Albany (N. Y.) Medical College, 1908; an 
Associate Fellow of the American Medical Association; member 
of the Medical Society of the State of New York, American 
Psychiatric Association, Association for Research in Nervous 
and Mental Diseases, and the American Orthopsychiatric Associ- 
ation; fellow of the National Committee on Mental Health; 
specialist certified by the American Board of Psychiatry and 
Neurology; director of the Northern New Jersey Mental Hygiene 
Clinics, New Jersey State Hospital; consulting psychiatrist, out- 
patient department, Englewood (N. J.) Hospital; consulting 
psychiatrist, Children’s Heart Unit, Victoria Foundation, Morris 
Plains; consultant, Mental Hygiene Commission, New Jersey 
State Department of Institutions and Agencies in Trenton; at 
one time superintendent of the Pennhurst (Pa.) State School; 
died May 16, aged 65, of coronary thrombosis. 


Weinberger, Herbert Leon ® New Orleans; born in Laurel, Miss., 
Oct. 25, 1901; Tulane University of Louisiana School of Medi- 
cine, New Orleans, 1926; formerly on the teaching staff of the 
Tulane Post Graduate School of Medicine, and later on the staff 
of Louisiana State University School of Medicine; specialist certi- 
fied by the American Board of Internal Medicine; served on the 
staff of Touro Infirmary as senior in the department of gastro- 
_ enterology, and later as chief of the service; formerly vice presi- 
dent of the Louisiana Society of Gastroenterology; member of 
the American Society of Tropical Medicine and the National 
Gastroenterological Association, serving as president of its New 
Orleans chapter; died in Touro Infirmary May 4, aged 49, of 
coronary thrombosis. 


Jack, Frederick Lafayette, Boston; born in Boston in 1861; Har- 
vard Medical School, Boston, 1884; specialist certified by the 
American Board of Otolaryngology; member of the American 
Medical Association and the American Laryngological, Rhino- 
logical and Otological Society, of which he had been vice presi- 
dent; first president of the New England Oto-Laryngological 
Society; past president and secretary of the American Otological 
Society; fellow of the American College of Surgeons; served on 
the staffs of the Massachusetts Eye and Ear Infirmary and 
Massachusetts General Hospital; died May 3, aged 90, of 
cerebral thrombosis. 


Schreiner, Bernard Francis © Buffalo; University of Buffalo 
School of Medicine, 1909; an Associate Fellow of the American 
Medical Association; fellow of the American College of Sur- 
geons; specialist certified by the American Board of Radiology; 
member of the Radiological Society of North America, Ameri- 
can College of Radiology and the American Radium Society, of 
which he had been vice president; formerly instructor in surgery 
at his alma mater; served on the staffs of the Buffalo General 
Hospital, Roswell Park Memorial Institute, and Sisters of 
Charity Hospital; died May 8, aged 64, of coronary thrombosis. 


® Indicates Fellow of the American Medical Association. 


Ausman, Carl Frederick, St. Paul; Northwestern University 
Medical School, Chicago, 1912; member of the American Medi- 
cal Association; on the staffs of Mounds Park Hospital, River- 
view Hospital, and St. Luke’s Hospital, where he died May 23, 
aged 67, of hypostatic pneumonia and cerebrovascular accident. 


Beyer, Hart © Pittsville, Wis.; Rush Medical College, Chicago, 
1900; served as village health officer, for many years as city clerk, 
and as a member of the board of education; died April 15, aged 
78, of coronary thrombosis. 


Bierly, Fred, Elizabeth, Ind.; Kentucky School of Medicine, 
Louisville, 1908; served on the staff of St. Edward Hospital in 
New Albany; died May 11, aged 69, of coronary occlusion. 


Bishop, John S., Portland, Ore.; Boston University School of 
Medicine, 1886; died March 24, aged 91. 


Bowen, Charles Fred, Richland Center, Wis.; Milwaukee Medi- 
cal College, 1897; died April 2, aged 82. 


Bowen, William Sinclair, Washington, D. C.; University of 
Maryland School of Medicine, Baltimore, 1888; member of the 
American Medical Association; fellow of the American College 
of Surgeons; formerly clinical professor of obstetrics at the 
George Washington University School of Medicine; consulting 
obstetrician, Columbia Hospital for Women; died May 18, 
aged 84, of coronary thrombosis and arteriosclerosis. 


Brennglass, Joachim ® New York; Columbia University College 
of Physicians and Surgeons, New York, 1903; an Associate Fel- 
low of the American Medical Association; died March 28, 
aged 80. 


Briggs, Stanley J., Madison, Wis.; Rush Medical College, Chi- 
cago, 1901; member of the American Medical Association; died 
in Madison General Hospital March 15, aged 73, of carcinoma 
of the sigmoid. 


Brinkman, George Franklin, Fort Lauderdale, Fla.; Ohio Medi- 
cal University, Columbus, 1900; died April 11, aged 72, of 
arteriosclerosis. 


Buttorff, Gordon Stephen @ Louisville, Ky.; Indiana University 
School of Medicine, Indianapolis, 1923; assistant professor of 
medicine at the University of Louisville School of Medicine; 
member of the American Rheumatism Association and the Aero 
Medical Association; on the staffs of the St. Joseph Hospital, 
Kentucky Baptist Hospital, Kosair Crippled Children’s Hospital, 
and St. Anthony’s Hospital, where he died May 16, aged 52, of 
cerebral hemorrhage. 


Carr, Percy Whitman, Boston; Harvard Medical School, Boston, 
1905; died March 31, aged 69. 


Conner, Homer Leigh @ Lieutenant Colonel, U. S. Army, Santa 
Monica, Calif.; Harvard Medical School, Boston, 1900; served 
during World War I; entered the medical corps of the U. S. Army 
as a major in July 1920; retired June 30, 1937, with rank of 
lieutenant colonel, for disability in line of duty; died March 27, 
aged 74, of cerebral thrombosis and coronary thrombosis. 


Daley, Lyle Miner, Hamilton, Mo.; St. Louis University School 
of Medicine, 1908; member of the American Medical Associa- 
tion; served during World Wars I and II; died in Polo, April 13, 
aged 66, of coronary occlusion. 


Eddleman, Owen Albert, Benton, Ky.; Chattanooga (Tenn.) 
Medical College, 1902; member of the American Medical Asso- 
ciation; served during World War I; died in the Riverside Hos- 
pital, Paducah, March 8, aged 74. 


Hesser, John Jacob ® Chicago; Magyar Kiralyi Pazmany Petrus 
Tudomanyegyetem Orvosi Fakultasa, Budapest, Hungary, 1909; 
clinical associate in the department of medicine, Rush Medical 
College from 1924 to 1934; member of the Illinois Selective 
Service System during World War II; on the staff of Edgewater 
and Manor hospitals; died March 30, aged 64, of acute myo- 
cardial infarction and adhesive pericarditis. 
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Howell, Katharine Myrta ® Chicago; Rush Medical College, 


Chicago, 1913; specialist certified by the American Board of 


Pathology; member of the American Association of Pathologists 
and Bacteriologists, College of American Pathologists, Society 
of American Bacteriologists, and the American Society of Clini- 
cal Pathologists; on the staff of Michael Reese Hospital; died 
April 27, aged 67. 


Humphrey, Thomas Field, Dayton, Ohio; University of Cin- 
cinnati College of Medicine, 1931; specialist certified by the 
American Board of Pediatrics; member of the American Acad- 
emy of Pediatrics; affiliated with Good Samaritan and Miami 
Valley hospitals; died May 11, aged 52, of coronary thrombosis. 


Hyde, William George, Milwaukee; Rush Medical College, Chi- 
cago, 1913; assistant medical director of Northwestern Mutual 
Life Insurance Company; died in Madison March 27, aged 65, 
of coronary thrombosis. 


Jackson, Calvin Franklin © Bradshaw, W. Va.; Ohio State Uni- 
versity College of Medicine, Columbus, 1927; member of the 
Maine Medical Association; served during World War I; died 
suddenly May 12, aged 52, of coronary thrombosis. 


Jensen, Ingvald Johan, Chicago; University of Illinois College of 
Medicine, Chicago, 1922; member of the American Medical 
Association; died May 16, aged 58, of carcinoma of the prostate. 


Lee, Richard Nicholas, Mount Blanchard, Ohio; Starling Medi- 
cal College, Columbus, 1898; member of the American Medical 
Association; served on the school board and town council; 
affiliated with Findlay Hospital in Findlay; died May 17, aged 
78, of coronary thrombosis. 


Lochhead, John McLean, Indianapolis; Homeopathic Medical 
College of Missouri, St. Louis, 1894; died in Methodist Hos- 
pital May 15, aged 83, of hypostatic pneumonia. 


Loescher, Walter Otto, St. Louis; American Medical College, 
St. Louis, 1914; died May 16, aged 61. 


Lyons, George Canfield © Larchmont, N. Y.; University and 
Bellevue Hospital Medical College, New York, 1905; veteran 
of the Spanish-American War and World War I; for many years 
police surgeon; affiliated with New Rochelle (N. Y.) Hospital; 
died May 9, aged 71, of carcinoma of the bronchus. 


McClelland, Joseph O., Maxton, N. C.; Medical College of Vir- 
ginia, Richmond, 1908; member of the American Medical Asso- 
ciation; past president of Robeson County Medical Society; past 
president and vice president of the Seaboard Airline Railway 
Surgeons; for many years surgeon for the Seaboard Airline Rail- 
way; affiliated with Baker Sanatorium and Thompson Hospital 
in Lumberton; died in a hospital at Lumberton May 8, aged 78, 
of cerebral embolism and Parkinson’s disease. 


Martin, George A. E., Adona, Ark. (licensed in Arkansas in 
1903); died May 15, aged 94, of heart disease. 


Martin, Leonard James, Asbury Park, N. J.; Howard University 
College of Medicine, Washington, D. C., 1935; member of the 
American Medical Association; served in the South Pacific dur- 
ing World War II; affiliated with Monmouth Memorial Hospital 
in Long Branch and Fitkin Memorial Hospital in Neptune; died 
May 15, aged 46, of a tumor of the lung. 


Moberley, Paul Benton, Fort Smith, Ark.; University of Illinois 
College of Medicine, Chicago, 1941; member of the American 
Medical Association; served during World War II; affiliated 
with Veterans Administration Hospital (Kennedy), where he 
died May 12, aged 41, of periarteritis nodosa. 


Murry, Abel Vance, Macon, Miss.; Tulane University of Louisi- 
ana School of Medicine, New Orleans, 1932; member of the 
American Medical Association; served during World War II; 
died in Lonoke, Ark., May 18, aged 44, of heart disease. 


Nunemaker, Tunis © Portsmouth, Ohio; College of Physicians 
and Surgeons, Baltimore, 1901; on the staff of Mercy Hospital, 
where he died May 16, aged 78, of carcinoma of the stomach 
and cerebral hemorrhage. 


Patrick, Fred Edward Jr., Kansas City, Mo.; University of 
Kansas School of Medicine, Kansas City, Kan., 1943; served 
during World War Il; died May 16, aged 32, of cerebral hem- 
orrhage. 
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Richmond, Henry Charles Tyler, Louisville, Ky.; Hospital Col- 
lege of Medicine, Louisville, 1907; member of the American 
Medical Association; fellow of the American College of Sur- 
geons; served in France during World War I; affiliated with 
Jewish Hospital, where he died May 9, aged 66, of heart disease. 


Rogers, Herbert Wilson © Norfolk, Va.; born in Nassawadox, 
Va., Aug. 26, 1892; University of Maryland School of Medicine 
and College of Physicians and Surgeons, Baltimore, 1916; mem- 
ber of the Southeastern Surgical Congress; past president of the 
Norfolk County Medical Society; for many years member of 
the school board of Norfolk; member of the board of directors 
of the Virginia Academy of General Practice; affiliated with 
Leigh Memorial Hospital and Norfolk General Hospital, where 
he died May 8, aged 58, of uremia. 


Roth, Harry A. © Long Beach, Calif.; McGill University Faculty 
of Medicine, Montreal, Canada, 1930; affiliated with St. Mary’s 
Long Beach Hospital and Seaside Hospital, where he died May 
12, aged 43, of coronary thrombosis. 


Roth, Lionel Andre, Midland, N. C.; College of Medical 
Evangelists, Loma Linda-Los Angeles, 1945; interned at Wash- 
ington Sanitarium and Hospital in Washington, D. C.; died May 
16, aged 31, of injuries received in an automobile accident. 


Schierge, Ernest E., Plainfield, N. J.; Bellevue Hospital Medical 
College, New York, 1890; formerly affiliated with Municipal 
Sanatorium of the Department of Health, New York City, 
in Otisville; died in Muhlenberg Hospital May 15, aged 83, of 
cerebral thrombosis. 


Shoemaker, John Asher, Gallipolis, Ohio; University of Penn- 
sylvania Department of Medicine, Philadelphia, 1902; contract 
surgeon for the U. S. Army during World War I; at one time 
practiced in Berea, where he was co-founder and for many years 
a member of the staff of Community Hospital; served on the 
staff of the Gallipolis State Institute; died May 2, aged 70, of 
coronary disease. 


Spottswood, Edward W., Missoula, Mont.; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 1893; mem- 
ber of the House of Delegates of the American Medical Associa- 
tion in 1920 and 1921; for many years affiliated with the North- 
ern Pacific Hospital; died May 13, aged 85. 


Swanson, Robert Ralph, Minneapolis; University of Minnesota 
Medical School, Minneapolis, 1927; member of the American 
Medical Association; died May 14, aged 49. 


Temple, Henry Curtis, Alliance, Ohio; St. Louis College of 
Physicians and Surgeons, 1888; on the staff of Alliance City 
Hospital; died May 8, aged 93, of congestive heart failure. 


Warren, John Freemont @ Ithaca, N. Y.; University of Mary- 
land School of Medicine and College of Physicians and Surgeons, 
Baltimore, 1920; past president of the Tompkins County Medical 
Society; affiliated with Ithaca Hospital; died May 13, aged 55, 
of coronary thrombosis. 


Werner, Emil August, Panama City, Fla.; Baylor University 
College of Medicine, Dallas, Texas, 1917; served during World 
War II; formerly affiliated with the Veterans Administration; 
died in Pensacola, Fla., May 6, aged 60, of carcinoma of the 
kidneys. 


Wheat, Thomas Adrian, Lewisburg, Tenn.; University of Ten- 
nessee College of Medicine, Memphis, 1938; member of the 
American Medical Association; medical superintendent of Wheat 
Memorial Hospital; died May 9, aged 36, of virus encephalitis. 


Whelan, Raymond Edward, Youngstown, Ohio; Western Reserve 
University Medical Department, Cleveland, 1890; also a gradu- 
ate in pharmacy; fellow of the American College of Surgeons; 
veteran of the Spanish-American War; at one time personal 
physician to the late President Taft; past president of the 
Mahoning County Medical Society; one of the founders and for 
many years emeritus chief of staff of St. Elizabeth’s Hospital, 
where he died May 6, aged 82, of diverticulitis of the esophagus 
and bronchopneumonia. 


Wright, Elihu Burritt, Pierce City, Mo.; Barnes Medical College, 
St. Louis, 1898; served as mayor of Pierce City and as president 
of the school board; died in St. John’s Hospital, Springfield, 
May 8, aged 89. 
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GOVERNMENT SERVICES 


ARMY 


New Institute of Pathology.—Ground breaking ceremonies for 
the new Armed Forces Institute of Pathology took place July 
10, at the Army Medical Center, Washington, D. C. 

Among those who participated were Brig. Gen. Elbert De- 
Coursey, Director of the Institute; Rear Admiral H. L. Pugh, 
Surgeon General of the Navy; Maj. Gen. H. G. Armstrong, 
Surgeon General of the Air Force; Vice Admiral Joel T. Boone, 
MC, USN, (ret.), Chief Medical Director of the Veterans Ad- 
ministration; and Dr. Leonard Scheele, Surgeon General, UV. S. 
Public Health Service. Surgeon General Armstrong of the Army 
was the principal speaker. 

The $7,250,000 structure will take about two years to build. 
The exterior walls will be of concrete 12 inches thick, and three 
of its eight floors will be underground. Except for the part which 
will house offices, the building will be entirely without windows 
and will be equipped with special high intensity, controlled light- 
ing. Also included are plans for central closed circuit television 
facilities which are to be used in teaching both Army and civilian 
students. 

The air-conditioned building will provide about 200,000 
square feet of working space. 


Architect’s conception of the new Institute of Pathology. 


During the past half century, five different attempts have been 
made to obtain funds necessary to construct new quarters for 
the Armed Forces Institute of Pathology, which before unifica- 
tion of the military establishment had been known as the Army 
Medical Museum and the Army Institute of Pathology. Now 
located at 7th and Independence Avenucs, Washington, D. C., 
the Institute occupies a structure built in 1887. Constantly in- 
creasing demands for the services offered by the Institute have 
made it imperative that adequate, modern housing be obtained 
if those services were to be maintained at the necessary high 
standards. 

Under the Army Surgeon General’s Office, the Armed Forces 
Institute of Pathology is made up of four departments. The 
Laboratories of Pathology furnish consultation and diagnosis 
services On specimens submitted by military and other federal 
hospitals, medical schools, and civilian hospitals and medical 
institutions all over the world. The American Registry of Pathol- 
ogy, operating under the auspices of the National Research 
Council, conducts investigations in specific fields of pathology. 
All of its materials and records are available to medical officers, 
graduate and other qualified students, and other professional 
investigators. The Medical Illustration Service prepares medical 
exhibits and material for use in training. The Medical Museum 
collects and preserves gross material, instruments, and other 
items of historic medical significance. 


Dr. Edsall to Aid Army Graduate School.—Dr. Geoffrey Ed- 
sall, head of the department of microbiology, Boston University 
School of Medicine, has been granted a one-year leave of ab- 
sence to serve as head of the Immunological Division, and 
director of the Division of Biologic Products, at the Army 
Medical Graduate School, Washington, D. C. Dr. Edsall has 
been a pioneer in vaccine and serum development, and in the 
organization of large-scale civilian blood programs and the 
utilization of blood fractions in the arresting of disease. Since 
joining the medical faculty of the university in July, 1949, he 
has been doing research on simplified methods of immunizing 
adults against diphtheria and tetanus. Previously, he was di- 
rector of the Division of Biological Laboratories, Massachusetts 
Department of Public Health. 


Personal.— Maj. Richard H. Baker, MC, has been assigned as 
professor of military science and tactics in charge of the Medi- 
cal Reserve Officers Training Corps at the St. Louis Univer- 
sity School of Medicine. Maj. Baker was orthopedic surgeon 
in a mobile army surgical hospital unit in Korea from July to 
December 1950, when he returned to Fitzsimons General Hos- 
pital, Denver, to complete his orthopedic residency training 
begun in 1949 shortly after joining the regular army. 


PUBLIC HEALTH SERVICE 


Malaria Approaching Extinction in United States—More than 
98% of the American houses sprayed with DDT (dichloro- 
diphenyl-trichloro-ethane) between 1945 and 1950 have been 
kept free of malaria mosquitoes, according to the Communi- 
cable Disease Center of the Public Health Service. State health 
departments and CDC applied more than 6,220,000 doses of 
the insecticide during that six-year period, according to a report 
by Dr. George H. Bradley, chief of entomologic services, and 
Christ A. Hansen, chief of engineering services, both of the 
Communicable Disease Center. 

“It is significant that the percentage of control obtained in 
1950 compares favorably with that for previous years,” they 
said. “Thus we may conclude that resistance to DDT has not 
yet become a problem in our antianopheline mosquito control 
program.” The extensive use of DDT residual, or long-lasting, 
spraying for malaria control in the United States was begun in 
1945. About 700,000 house spray applications were made during 
that year; 1,100,000 in 1946; 1,278,000 in 1947; 1,300,000 in 
1948; 1,000,000 in 1949; and 842,000 in 1950. “Malaria appears 
to be approaching extinction in the United States,” Dr. Bradley 
and Mr. Hansen concluded. “Only 2,214 cases were reported 
for 1950, as compared to 62,763 cases reported in 1945.” 

Even so, the reported cases give an exaggerated picture of 
malaria incidence, they concluded. During the past year epi- 
demiologists of the Communicable Disease Center have made 
a concerted effort to evaluate all reported cases of malaria to 
determine their validity. Of 676 supposed cases appraised in 
seven southeastern states, only 26 were proved to be parasite 
positive. Of these 26 positive cases, only 6 were considered to 
have been transmitted within the United States. 


AIR FORCE 


Dr. Boothby Goes to New Mexico.—Dr. Walter M. Boothby, 
for the past eight months advisor for research at the Air Force 
Medical School, Randolph Field, Texas, has left the school to 
take over a new post at the Lovelace Foundation in Albuquer- 
que, N. M. (THE JourNAL, Dec. 16, 1950, p. 1382). At the Love- 
lace Foundation Dr. Boothby will organize an aviation physiol- 
ogy laboratory that will work in cooperation with the physiology 
department of the University of New Mexico. 
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ITALY 


Surgery of the Heart.—At a meeting of the medical academy 
Filippo Pacini in Pistoia, Prof. Piero Valdoni, who holds the 
chair of surgical pathology at the University of Rome, discussed 
surgery of the heart. This work, begun recently at the univer- 
sity, required various techniques, such as heart catheterization, 
study of oxygen in the blood, cardioangiography, use of the 
electro-ionic manometer, fluorocardiography, and ballistocardi- 
ography. To these studies were added capillaroscopy, examina- 
tion of the fundus, examination of the circulating blood and 
the interstitial fluids, hemoglobin exchange, and sternal puncture. 

Cardiosurgery has been of practical interest since Gross per- 
formed the first successful ligation of patent ductus arteriosus, 
some 10 years ago. The development of new methods today 
permits radical cure in some types of cardiac disease. Further 
progress will be obtained when the mechanism of the heart can 
be reproduced by a suitable apparatus, similar to those appli- 
ances suggested by Tosatti, Tonelli, and Provenzale. 

These appliances oxygenate the blood of the vena cava, which 
is then poured back into the aorta. In this way the cardiopul- 
monary action could be substituted, and it would be possible 
to perform the operation on a bloodless organ. The practical 
realization of this system is still opposed by remarkable diffi- 
culties. The destruction of red blood corpuscles, which reaches 
20%, must be eliminated; also removal of carbon dioxide from 
the blood must be effected. Prof. Valdoni explained then the 
technique to be followed in the treatment of stenosis of the 
aortic isthmus. He believes that one should operate on the pa- 
tients soon, by resecting the stenotic portion and suturing the 
two ends. 

Valdoni, in discussing congenital cardiopathies, classified 
them as cardiopathies with or without cyanosis and cardio- 
pathies with late cyanosis. The tetralogy of Fallot has a higher 
incidence among the English-speaking population, while in Italy 
the Eisenmenger complex seems to be more frequent. The 
speaker had operated on 26 patients with Fallot’s disease, with 
a death rate of 16%. 

The diagnosis of pulmonary stenosis can be established safely 
by surgical exploration, i. e., by exposure of the right ventricle 
and lowering the finger into the pulmonary artery, which, being 
flexible, retrofiexes and allows the exploring finger to reach the 
valvular orifice. The dilatation is performed after cardiac in- 
cision, with the use of dilators similar to Hegar’s dilators or 
flat leaf-shaped dilators. In mitral stenosis the diagnosis may 
be made by means of digital exploration through the auricle, 
and the operation consists in the digital laceration of the com- 
missures. Intervention is associated with the risk of mobilizing 
clots, which may result in the formation of emboli blocking the 
aortic bifurcation. Patients with severe decompensation and 
weak myocardium should not be operated on. 


Ophthalmologic Association.—At the 43d general convention of 
the Swiss Ophthalmologic Association, Professors Bietti and 
Siliprandi of Pavia presented a report on experimental opacities 
of the crystalline lens produced by hypoglycemia. The speakers 
observed that within a few hours partial or total, unilateral or 
bilateral, opacities of the crystalline lens may result from injec- 
tion of 8 to 10 mg. galegine (the active factor of Galega 
officinalis). These opacities can be observed in experimental 
animals; the opacities are present for a few minutes before death. 
The cataract develops more easily in rats made diabetic by the 
administration of alloxan. The production of the opacities seems 
to be due to the great hypoglycemic action of galegine, rather 
than to its toxicity. The phenomenon seems to be of osmotic 
origin and related to the compensatory increase of the sodium 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


chloride content in the aqueous humor. Therefore, the process 
that leads to the cataract would be a late phase of the one lead- 
ing to deficient refractive power in diabetics given too vigorous 
treatment. As a practical corollary to these animal experiments 
the speakers cautioned against treatment with insulin of diabetic 
patients who present an initial cataract. 


Mechanism of Vitamin D, Action.—Dr. Candola presented to 
the Medico-Surgical Association of Pavia two papers on studies 
that he made on the mechanism of vitamin D, action in the 
therapy of cutaneous tuberculosis. 

The first paper referred to the in vitro action of vitamin D, 
on the tubercle bacillus. The purpose of these studies was to 
ascertain whether this vitamin added to the culture medium is 
able to influence or to hinder the development of Mycobac- 
terium tuberculosis. Kirchner’s synthetic culture medium, to 
which normal human serum was added, was employed. The vita- 
min was added in quantities varying from 500 to 4,000 I. U. 
per cubic centimeter of culture medium. 

The second paper was concerned with the action of blood 
serum of patients treated with vitamin D., on the development 
in vitro of Myco. tuberculosis. Influence of vitamin D. could 
not be shown on the development in vitro of Myco. tuberculosis, 
either when the vitamin was added directly to a culture or when 
it was introduced into the serum of the patients. The speaker 
concluded that the mechanism of vitamin D. action in the therapy 
of cutaneous tuberculosis remains obscure, but certainly it is 
not connected wih a direct action of the drug on the bacteria. 


NORWAY 


The Future of the Medical Profession.—Dr. Peter M. Holst, 
who is at the head of a section of the Oslo City Hospital at 
Ullevaal, recently gave an address in which he discussed both 
the influence of compulsory health insurance on the nation and 
the outlook for the medical profession. He pointed out that com- 
pulsory health insurance has expanded enormously since 1912 
and that no political party in the country is likely to oppose 
the fundamental principles on which it is based. He said, in 
effect: Norwegian doctors are so familiar with health insurance 
that they ought to be able to give an opinion on it. He claimed 
that voluntary health insurance is usually an expression of the 
qualities of responsibility and survival instinct, every wise and 
provident person being willing to offer much to avoid misfor- 
tune. But he queried the proposition that the same can be said 
of compulsory insurance, though he did not go so far as to 
insist that compulsory insurance has a directly destructive effect 
on these qualities. Norwegian doctors are, however, in posses- 
sion of considerable experience giving support to the attitude 
of the medical profession in the United States. Dr. Holst pointed 
out that, though the expectation of life has constantly increased 
in Norway, there has been no corresponding reduction in the 
sickness rate, to judge by health insurance statistics. In Oslo, 
for example, the number of days for which monetary compen- 
sation was given for sickness rose per insured person from 
six in 1915 to 10 in 1947. The sickness rate in 1947 among 
some 41,000 male manual workers was nearly twice as high as 
it was among some 28,000 male office workers. The sickness 
rate Was approximately 50% higher among women than among 
men, and among some 19,000 women manual workers it was 
about three times as high as among male office workers. The 
sickness rate was also much higher in the towns than in the 
country districts, and several times higher among persons enjoy- 
ing compulsory insurance than it was among persons taking 
out voluntary health insurance. These great differences do not 
reflect, in Dr. Holst’s opinion, any corresponding differences in 
actual sickness rates, but differences in the civic sense of re- 
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sponsibility, giving support to the American point of view. Very 
many compulsorily insured persons seem inclined to exploit 
their rights to the utmost. 

With regard to the future of the medical profession, Dr. Holst 
said that it has every reason to be gloomy, because there is a 
rapid deterioration of both economic and professional stand- 
ards. At the present time “no doctor is able by his work as such 
to assure himself a care-free old age.” Even those who can look 
forward to a pension in their old age know that it will be inade- 
quate for the maintenance of their former standard of living. 
So many doctors are obliged to cling to a practice which gradu- 
ally diminishes with advancing years. At the present time, some 
10% of Norwegian doctors are over the age of 70; this per- 
centage is bound to rise. The younger doctors who wish to 
specialize often find the road blocked by competition. In Dr. 
Holst’s own section of the Oslo City Hospital, there were re- 
cently so many applicants for appointments to be held by would- 
be specialists that it would have taken some 10 years to give 
all of them their chance. 


The Prognosis for the Tuberculin Convertor.—At what age does 
the conversion of a negative to a positive tuberculin reaction 
indicate the most sinister outlook for the person concerned? 
And is the outlook on conversion worse for a person living in 
contact with infectious cases of tuberculosis than for a person 
living in a nontuberculous environment? To answer these two 
questions, Dr. G. Hertzberg and Dr. L. Riddervold have under- 
taken much painstaking research in the tuberculosis department 
of the Oslo public health service, where they have scrutinized 
the records and cards of some 200,000 persons examined for 
tuberculosis between 1932 and 1948. In the course of this in- 
vestigation, which was started in 1945, they have found 2,310 
cases of definite tuberculin conversion, i. e., a change within a 
year from a negative Pirquet or Mantoux reaction to a positive 
Pirquet reaction. All these subjects were radiologically examined 
when conversion was found and later at regular intervals. After 
an observation period ranging from 1.9 to 4.5 years, the subse- 
quent fate with regard to the outbreak of tuberculosis in these 
subjects was analyzed. It was found that the prognosis was worst 
for the persons whose conversion was discovered between the 
ages of 20 and 29. It was somewhat better between the ages of 
13 and 19 and up to age 2 years. The prognosis was best be- 
tween the ages of 3 and 12 years and comparatively good after 
the age of 30. As for the influence of an infectious tuberculosis 
environment on the prognosis, it was found to be worse for those 
with conversion who had been in contact with open cases of 
tuberculosis than for patients with conversion living in a tuber- 
culosis-free environment. But this difference was definite only 
among subjects with conversion under age 20. Drs. Hertzberg 
and Riddervold have given statistical proof of conclusions which 
have hitherto been based mainly on general impressions derived 
from clinical experience. They are not, however, sure that, if 
their observation period were to be considerably prolonged, they 
would continue to arrive at exactly the same conclusions. 


Death of Prof. P. Bull.—Prof. P. Bull, who died on Jan. 31, 
1951, at the age of 81, enjoyed a world-wide reputation as a 
pioneer in surgery of the lungs. His four years of work at the 
turn of the century at the Pathological tomical Institute in 
Oslo gave him a background of morbid anatomy which served 
him in good stead for the rest of his career. His doctorate thesis 
in 1905 dealt with teratoid tumors. In 1912 he was appointed 
professor of surgery; in 1918 he was elected a member of the 
Academy of Sciences, and in 1924 he became chairman of the 
Norwegian Medical Society. He was honorary member of several 
medical and surgical societies in the various Scandinavian coun- 
tries and corresponding member of medical societies in Austria 
and France. The Association of Surgeons of Great Britain and 
Ireland and the Royal College of Surgeons of England made 
him an honorary member. 

Prof. Bull’s first thoracoplastic operation was performed in 
1914. Thenceforth and till 1930, he continued to publish studies 
on this particular subject. In 1922, he was invited by the British 
Medical Association to lecture at Glasgow on extrapleural thora- 
coplasty for pulmonary tuberculosis. On this occasion he pre- 
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sented three patients whom he had brought with him from 
Norway. In the following year, he gave the opening address 
on thoracoplasty at a meeting of the Royal Society of Medicine 
in London. As far back as 1908, he began his campaign for 
immediate operation for acute appendicitis. His opponents were 
not only physicians but also some surgeons, and it took several 
years and many heated debates at meetings of the medical society 
to convince his critics of the errors of their ways. He was re- 
markably successful as a teacher, not least because he was never 
afraid of illustrating his arguments by the mistakes he had made 
himself. One of his biographers, Dr. Andreas Tanberg, has ex- 
plained why Prof. Bull resigned his professorship of surgery as 
early as 1928, after he had held this appointment only 16 years. 
He took this step largely to escape having to act as an examiner 
two hours a day every day for three months in the year. Rid of 
his duties as teacher and examiner, he was free to take charge 
of the surgical department of a large hospital in Oslo. 


ISRAEL 


Foreign Student Problems of Hebrew University.—As in years 
past, the students from abroad who are attending the Hebrew 
University reflect, in part, the nature of the current immigra- 
tion to Israel. Dr. Alexander M. Dushkin, dean of undergradu- 
ate studies, discussed some of the problems that have arisen in 
this connection and the steps taken by the university to deal with 
them. He said that those who admit the new students to the 
Hebrew University and give them counsel have been struck by 
the new types of student who have been coming from the Moslem 
countries and from behind the Iron Curtain, particularly from 
Iraq, Turkey, Egypt, Rumania, and Poland. Changes in student 
types are no new phenomenon at the Hebrew University. Every 
turn in the affairs of the Jews has been reflected in the type of 
students applying for admission. To that extent, at any rate, the 
Hebrew University has indeed been the university of the Jewish 
people. 

The various new student types differ widely in cultural levels 
and backgrounds, in the content and quality of their educa- 
tion. American students, despite difficulties of language and un- 
familiar academic mores, quickly “learn the ropes.” The stu- 
dents from behind the Iron Curtain who have been trained in 
the communist school program, bring with them an education 
that is uneven and “spotty.” But their academic habits seem 
to be essentially sound, and they, too, adapt themselves readily 
to university study. The Iraqis, on the other hand, present a 
special problem; with some notable exceptions their academic 
standards are low and their work habits poor. 

Whatever differences exist among the new foreign students, 
they are nearly all, unfortunately, ignorant of Jewish life and 
culture. This year a small but growing number of Druze and 
Arab (non-Jewish) students have enrolled at the university, with 
no knowledge of Jewish matters. Were the Hebrew University 
to follow the practice of other universities, these students would 
be required to prepare themselves adequately outside the uni- 
versity, at least in the Hebrew language. But the Hebrew Uni- 
versity, like the Jewish state, is committed wholeheartedly to 
facilitate free, unlimited immigration, to encourage students 
from abroad, and to give equal opportunities to all students, 
Jewish and non-Jewish. Consequently the problem of preparing 
these students must be met by the university itself. 


Medical Students Graduate.—The first 14 medical students to 
graduate from the Hebrew University have completed their 
internship at the Beilinson Hospital and have begun to prac- 
tice as private physicians or as members of medical institutions. 


Hypopotassemia and Insulin.—The relation between potassium 
content of the blood and the metabolic changes in diabetes under 
the influence of insulin has been repeatedly described. In a 
clinical paper, S. Brandstetter (Harefuah, March 15, 1951) re- 
ports, for the first time in Isreal, a particularly characteristic 
case. A woman, 58, with diabetes of 21 years’ duration, was 
admitted to the hospital in diabetic coma with blood sugar of 
871 mg. per 100 cc. After administration of 660 units of insulin 
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during the first 24 hours and 7,600 cc. of isotonic sodium 
chloride by infusion, the blood sugar was reduced to 200 mg. 
per 100 cc. The patient regained consciousness, but severe 
asthenia and dyspnea developed. Difiiculty of movement re- 
sembled a cataleptic state. Breathing was very feeble. The potas- 
sium level on admission was 17 mg. per 100 cc.; after the patient 
regained consciousness, it fell to 6.8 mg. Oral administration 
of 11 gm. of potassium chloride fully changed the clinical pic- 
ture; movements were again normal, and breathing was regular. 
Hypopotassemia in diabetic coma is probably caused by potas- 
sium leaving the cell and entering the blood serum, whence it 
is exereted by the kidneys. Inappetence and vomiting further 
alter the potassium level. In this connection, the report of Dr. 
Groen, Amsterdam, a guest lecturer at the medical school in 
May, 1951, is of interest. He showed that, in the isolated dia- 
phragm of the living rat, glucose utilization as well as potassium 
uptake is increased by addition of insulin. 


National Social Insurance Plan.—The draft of a new social in- 
surance scheme, to cover more than one million persons by the 
end of 1953, has been completed and is to be submitted to the 
cabinet within the next few days. The scheme, which under 
the proposed law is to be administered by a National Social 
Insurance Authority, will provide free medical service and hos- 
pitalization to the insured and their dependents; maternity bene- 
fits; old age, widow, and orphan pensions, and disability benefits 
for persons unable to continue work for reasons of health. 

According to the draft, the scheme is to be implemented in 
three stages. The first phase, due to come into force in October, 
1951, will extend compulsory insurance to all wage and salary 
earners and members of cooperatives and will cover about 
300,000 persons (including dependents, about 600,000 persons). 
The second phase, which will go into effect by June, 1952, will 
cover all self-employed persons (e. g., craftsmen, shop owners). 
The third phase will provide for compulsory insurance of the 
entire population, for old age, widow, and orphan pensions. 
Taking into account the anticipated increase of population, the 
scheme will by that time cover 450,000 directly insured persons 
representing, with dependents, a population of more than a 
million. 

Maternity benefits will include free hospitalization, 12 weeks’ 
paid leave, and a layette for directly insured women. Wives of 
insured persons will receive the same benefits but with paid 
help for the household in piace of the paid leave granted to 
insured women. Sickness benefits include medical care and re- 
habilitation. Pensions will be granted in cases of incapacity and 
will be calculated according to the degree of disability and size 
of family without reference to previous salary. Old age pensions 
will be at a flat rate. 

It is anticipated that insurance subscriptions will be paid into 
the Insurance Authority, which will then settle the expenses of 
the various existing sick funds providing the medical services. 
The authority will take over work accident insurance from the 
private insurance companies and will also directly disburse all 
payments and benefits made under the scheme. 

Work on the scheme began about two years ago, when the 
“Kanev Committee” was appointed to prepare a social insur- 
ance plan. The recommendations of the Kanev Committee were 
studied by the government in March, 1951, and passed to a 
second committee. It is anticipated that the present expenditure 
of IL. 25m. on various types of social insurance will be suffi- 
cient to cover the charges of the new scheme and that no addi- 
tional burden will be placed on the national economy or the 
treasury. 


New Hospital for Crippled Children.—The Society for Crippled 
Children recently opened a new hospital in the Katamon quarter 
of Jerusalem. The site was provided by the government, while 
the cost of building repairs was borne by the society with the 
help of donations. The new hospital, under the medical manage- 
ment of Dr. E. Heilbronner, has 35 beds. It provides treatment 
and accommodation for victims of poliomyelitis. Another wing 
is under construction, which will increase the number of beds 
to 65 and ultimately to 100. The official opening will take place 
as soon as the installation of the new medical equipment and 
furniture is completed. 


J.A.M.A., July 28, 1951 
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NATIONAL CANCER INSTITUTE 


To the Editor:—\ wish to compliment the American Medical 
Association for its Special Bulletin No. 1, containing Mr. George 
E. Connery’s excellent account of our activities in Bethesda 
titled “A Report on the National Cancer Institute.” I note an 
omission, however, which | believe should be incorporated in 
the report in order to indicate the complete scope of the program 
of the institute. We have two clinical research programs, one at 
the Laboratory of Experimental Oncology in San Francisco and 
the other at the United States Marine Hospital in Baltimore. 

The Laboratory of Experimental Oncology, of which Dr. 
Michael B. Shimkin is chief, is a cooperative project on neo- 
plastic diseases with the University of California School of Medi- 
cine. With the cancer patient as the focal point of investigation, 
the work of this laboratory is oriented along four broad ap- 
proaches: (1) experimental therapy, providing clinical material 
for other studies as well as permitting evaluation of such pro- 
cedures on neoplastic diseases; (2) physiology, particularly 
cardiovascular and respiratory physiology of patients with neo- 
plastic diseases; (3) biochemistry, including metabolic studies on 
cancer patients, and investigations of specific biochemical re- 
actions, and (4) the study of protein fractions of cancer and nor- 
mal tissues of human and animal origin, utilizing physicochemi- 
cal and immunochemical techniques. 

Some of the expérimental therapy projects now being inves- 
tigated at the Laboratory of Experimental Oncology concern the 
effect of virus infections on neoplastic growth, therapy of in- 
Operable visceral and regional metastases by intra-arterial 
catheterization, and evaluation of nitrogen mustard, triethylene 
metamine and other materials in the treatment of clinical cancer. 
Among other contributions to knowledge of cancer, clinical 
studies by this group have clarified the role of blood histamine 
in myelogenous leukemia, have added information on the fate 
of normal and leukemic white blood cells, and have shown that 
the sulfhydryl content of blood is significantly reduced in patients 
with cancer. 

The second clinical program includes a cooperative study of 
chemotherapeutic agents with the Tumor Clinic of the United 
States Marine Hospital in Baltimore. Dr. Ezra M. Greenspan, 
who heads this program, is investigating new chemotherapeutic 
and diagnostic methods in tumor patients, conducting meta- 
bolic and biochemical studies in patients and animals after ad- 
ministration of potential carcinolytic substances, and studying 
the mechanism of action of established anticancer agents in 
experimental animals. 

J. R. HELLER, M.D, 

Director, National Cancer Institute, 
U. S. Public Health Service, 
Bethesda 14, Md. 


RUTABAGAS, TULIP BULBS AND GOITER 


To the Editor:—\n the editorial “Nutrition and Goiter” (J. A. 
M. A. 145:824 [March 17] 1951) there appeared the statement 
“Also in the same country, monks who subsisted on rutabagas 
and tulip bulbs were found to have developed goiter.” The 
authority given was Greer (Physiol. Rev. 30:513, 1950), thus giv- 
ing the reader the impression that Greer had himself made this 
observation. Actually, he relied on the report by Astwood of a 
communication said to have been made to the latter by H. P. 
Himsworth, of London, who is said to have seen the monks. A 
somewhat different account is given by Means (The Thyroid and 
Its Diseases, ed. 2, New York, n. d., p. 189). In that, an unnamed 
Belgian colleague of Dr. Himsworth is made accountable for 
the story and the monks are said to have had little but rape seed 
and cabbage. 

IsipoR GREENWALD, Ph.D., 

New York University College of Medicine, 

New York. 
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BUREAU OF MEDICAL 
ECONOMIC RESEARCH 


SURVEY OF PHYSICIANS’ INCOMES 


Frank G. Dickinson, Ph.D. 
and 
Charles E. Bradley, Ph.D., Chicago 


In April, 1950, the Bureau of Medical Economic Research 
of the American Medical Association and the Office of Business 
Economics of the United States Department of Commerce 
jointly initiated a survey of the 1949 incomes of physicians 
from professional services, excluding incomes from other 
sources. The first report on this survey was published this 
week in the July, 1951, issue of the Survey of Current Business, 
United States Department of Commerce.! The tabulations and 
interpretations in that current article are the responsibility of 
the Department of Commerce although the Bureau of Medical 
Economic Research was given the opportunity to comment on 
the manuscript of the article prior to its publication. The design- 
ing of the questionnaires, the selection of samples of physicians 
by name, and the mailing of the questionnaires was a joint re- 
sponsibility. Later on, all of the returned questionnaires will 
be sent to the Bureau of Medical Economic Research for further 
study and analysis. From the very inception of this joint under- 
taking a fine and genuine spirit of cooperation and mutual criti- 
cism has prevailed between the staffs of the Bureau of Medical 
Economic Research and the Office of Business Economics. 

We want to thank the more than 55,000 of the 125,000 phy- 
sicians who received questionnaires for taking the time and 
trouble to fill out and return the schedules. This remarkable 
and unprecedented number and percentage of returns in a sur- 
vey of professional incomes has exceeded all expectations and 
gives the study an importance unique in the history of mail 
income surveys. We should also like to thank the officers and 
editors of state and county medical societies for their assistance. 


THREE QUESTIONNAIRES 

Three questionnaires were employed. A white form was sent 
without a follow-up to 100,000 physicians—virtually every other 
name in the punch-card files of the Bureau of Medical Economic 
Research. Our basic reason for sending out so many white ques- 
tionnaires was to provide a large body of data without resorting 
to follow-up mailings. Some 42,000 of these were returned but 
approximately 12,000 returns were excluded from this first 
analysis because they came from retired and other physicians 
not in practice, interns, residents and fellows-in-training, mili- 
tary physicians, and physicians whose major source of income 
was from a medical school or because they were defective; these 
groups of physicians were to be excluded from the study but 
their names could not be removed from the original mailing fists. 

A buff-colored questionnaire, identical in form with the white 
questionnaire, was sent to 10,000 physicians selected at random 
from among those who did not receive white questionnaires. 
On the outside of the return envelope was the serial number 
which the Bureau of Medical Economic Research has assigned 
to that particular physician. By checking off these code num- 
bers in the Department of Commerce as the returns were re- 
ceived, it was possible for the Bureau of Medical Economic 
Research to address two follow-ups to those who did not respond 
to the first mailing; this procedure also protected the secrecy 
of the returns. Except for the “Technical Notes” at the end of 
his article, Weinfeld makes no reference to the data derived 
from the buff questionnaires. When we obtain the returned 
questionnaires from Washington we shall check them against 
our completed punch-card files in order to determine the repre- 
sentativeness—group for group, not person for person—of the 
returned buff questionnaires against the universe of the 10,000 
physicians to whom they were mailed. In addition, we hope to 
obtain an almost 100 per cent response to the same income 
questions from a small random sample of the physicians who 
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did not reply in order to compare the new data with the data 
on the buff questionnaires which have already been returned to 
the Department of Commerce. When this step is finished, we 
shall have a great quantity of information with which to check 
the tables prepared by Weinfeld. This division of labor was 
agreed upon before the survey started. 

A green questionnaire was sent to 15,000 physicians selected 
at random from these who did not receive either a white or a 
buff questionnaire and the code number procedure was em- 
ployed for the purpose of addressing two follow-ups. The green 
questionnaire requested data for the years 1945 through 1948 
in addition to 1949; the Office of Business Economics needed 
these data for 1945-1948 for other statistical series. 

Thus this article in the current issue of the Survey of Current 
Business has an extremely broad base. On these grounds alone 
this survey is not in the traditional small sample category; 
roughly, two out of five physicians responded. 

It is very difficult to provide a brief summary of this long 
article with its 23 tables and three charts. In a word, this study 
indicates that the average physician has been moving up the 
inflationary ladder about as rapidly as the average American. 


GENERAL AVERAGES 


The average (mean) 1949 net income from medical practice 
of the 30,000 physicians whose returned questionnaires were 
analyzed was $11,058—see row 1, Table A. This was 60.4% 
of the average (mean) gross income of $18,316. The median 
net income reported was $8,835; that is, one-half of the phy- 
sicians reported net incomes of less than $8,835 and one- 
half reported higher incomes. These are the two over-all aver- 
ages to be kept in mind. They are based on all replies, which 
means that they came from physicians of all classes and types 
except the excluded classes noted above; for comvenience we 
shall use the term “all” physicians in referring to data from the 
30,000 replies. In this summary we shall stress the means, al- 
though many statisticians will consider the medians more repre- 
sentative values in the various distributions of physicians’ 
incomes. 

Of the 30,000 physicians reporting, 23,000 were in indepen- 
dent practice (derived more than 50% of their professional 
income from fees from independent practice); their mean 
net income in 1949 was $11,858 and their median income, 
$9,668. The remaining 7,000 of the 30,000 * were engaged in 
salaried practice (received less than 50% of their professional 
income from fees); their mean net income was $8,272 and their 
median net income, $7,555. 

The 30,000 * replies were also separated into three categories: 
(1) non-salaried practice (20,000 returns) for which the mean 
was $11,744 and the median, $9,561; (2) part-salaried practice 
(5,000 returns) for which the mean was $10,928 and the median, 
$8,760; and (3) all-salaried practice (5,000 returns) for which 
the mean was $8,434 and the median, $7,678. 

Before further major breakdowns of the data are presented, 
several historical comparisons may be useful in providing a 
general setting. Since more data from the past are available for 
non-salaried physicians, who in 1949 reported higher average 
net incomes than did all physicians, the historical comparisons, 
although limited, can best be made of their incomes. On the 
basis of Department of Commerce surveys for 1935-1939, Wein- 
feld concludes that the mean net income of mon-salaried 
physicians was 186% higher in 1949 ($11,744) than in the 
period 1935-1939 ($4,100), the most frequently used base period 
in economic reports. Because the incomes of salaried physicians 
have apparently not risen as rapidly since the base period as 
the incomes of independent physicians, it follows that the in- 


Director (Dr. Dickinson) and Associate in Economics (Dr. Bradley), 
Bureau of Medical Economic Research, American Medical Association. 

1. Weinfeld, William: Income of Physicians, 1929-49. A reprint of 
this article from the Survey of Current Business may be obtained without 
charge from the Bureau of Medical Economic Research, American Medi- 
cal Association, 535 N. Dearborn St., Chicago 10. 

2. Precisely, the total number of returns analyzed was 29,878 and the 
two groups numbered 23,213 and 6,665, not 23,000 and 7,000. Of the 
larger group, 3,307 derived some—but less than 50%—of their income 
from salaries; and 1,706 of the smaller group derived more than 50% 
but less than 100% from salaries. The sum of these two part-salaried 
groups equals 5,013. Hence the non-salaried numbered 19,906 (23,213 
minus 3,307), the part-salaried, 5,013, and the all-salaried, 4,959 (6,665 
minus 1,706). 
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crease in the incomes of all physicians was less than 186%. On 
the basis of limited data we would estimate that the mean net 
income of all physicians in 1949 ($11,058) was roughly 150 to 
170% above that in 1935-1939 (between $4,100 and $4,400). 
The national income of the American people was 224% higher 
in 1949 than in the period 1935-1939; the national income per 
capita was 179% higher. The increase in the national income 
when adjusted for the number of persons in the working force 
—commonly called the number gainfully employed—was 177%. 
(Some economists might prefer the smaller national aggregate 
known as personal income as a frame of reference; personal 
income per capita in 1949 was 159% higher than in 1935-1939.) 
It appears quite clear that the rise in the incomes of physicians 
and of the American people—their patients—have kept pace 
with each other during the 1940's. The average physician has 
been traveling near the center of the inflationary highway up 
which the entire American economy has been moving since 
before World War II. Such is the over-all picture presented by 
the current survey of physicians’ incomes in relation to the 
general ‘level of income of the American people. Whether phy- 
sicians’ incomes were too high or too low in 1935-1939 has 
not been determined and, possibly, never will be determined 
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for any purposes of historical comparisons. To our knowledge, 
no agency of the Federal Government is currently using 1929 
as a base period in its economic reports. The available data on 
physicians’ incomes for 1929 are, however, of bench-mark 
stature; they are far superior to the data available for 1935-1939, 
particularly with regard to specialists. This situation presented 
the Office of Business Economics with a difficult choice. A rea- 
sonable compromise would have been for Weinfeld to use 1929 
for internal comparisons between classes of physicians and 1935- 
1939 for comparisons between the incomes of physicians and 
the American people—their patients. The general picture, how- 
ever, is about the same if 1929 instead of the customary 1935- 
1939 is used as the base period. The mean net income of all 
civilian physicians increased by 108%, from $5,304 in 1929 to 
$11,058 in 1949; the increase for all earners in the general 
population was 109%. 

According to the U. S. Bureau of Labor Statistics, the fees 
of physicians were 38% higher in 1949 than in the base period 
1935-1939.4 This index of physicians’ fees is part of the Con- 
sumers’ Price Index—formerly known as the Cost of Living 
Index—which is so widely used in making wage adjustments. 
The entire index for 1949 was 69% above the base period. 


TaBLE A.—Average Gross Income and Net Income of Physicians by Source of Income, 1949 


Mean Net Median Nets Mean Gross Median Gross Percentage 
Group of Physicians } and Number Income Income Inco Income of Replies 
of Replies Analyzed (1) re (3) (4) (5) 
4. Non-Salaried Physicians (19,906). 11,744 9,561 19,710 16,108 66.6 
5. Part-Salaried Physicians (5,013)...........ccccccscsccsccsesceces 10,928 8,760 12,781 8,993 16.8 


Source: Weinfeld, William: “Income of Physicians, 1929-49," Survey of Current Business, July, 1951, U. S. Department of Commerce, Tables 2, 
9. 
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* Hitherto unpublished data from the joint Department of Commerce/American Medical Association 1950 income survey of the medical mage 


These data were eliminated from the 
from bic gg s tables in the final editing 


Weinfeld article because of lack of space. We 


have also quoted a few figures in the text which were 


. The group “all” physicians none 1), ineluding salaried as well as independent practitioners, excludes interns, residents, fellows-in-training, 
sieeeians in military service, and medical school personnel. All replies (row 1) were classified into two groups ae 2 and 3) and then reclassified 


into three groups (rows 4, 5, and 6). Independent physicians (row 2), that is, physicians in independent practice, a 


se whose major source (more 


than 50 per cent) of medical income is fees from independent practice; they include (a) all non-salaried pipeiions ye 4) and (b) those of the part- 
salaried (row 5) whose major source of income is fees from independent practice. Salaried physicians (row 3), that is, physicians in salaried practice, are 
those whose major source of medical income is from salaried practice; they include (a) all of the all-salaried physicians (row 6) and (b) those of the part- 
salaried physicians (row 5) whose major source of income is from salaried practice. 


to the complete satisfaction of all people. How much was “too 
high” or “too low” in 1935-1939? An answer would require 
almost endless consideration of the alternative economic oppor- 
tunities of high school graduates of equal talents, the personal 
and economic sacrifices during 8 to 13 years of premedical and 
medical education and training, the long work week of prac- 
titioners, the economic equivalent of the personal satisfaction 
of helping restore sick people to health. These considerations 
are largely beyond the scope of our present interest. 

The most comprehensive previous study of the incomes of 
physicians was by Leven for 1929.* Accordingly, Weinfeld chose 
to use 1929 in most cases as his base year despite the fact that 
economists generally consider 1929 “over the hill and far away” 


3. Leven, Maurice: The Incomes of Physicians, An Economic and 
Statistical Analysis, Publication No. 24, The Committee on the Costs of 
Medical Care, Chicago, The University of Chicago Press, 1932. 

4. Dickinson, F. G.: Medical Care Prices Vs. Cost of Living, J. A. 
M. A. 143: 1198-1199 (July 29) 1950. Reprinted as Bulletin 76, Bureau 
of Medical Economic Research, American Medical Association, Chicago, 
1950. In addition to fees and net incomes, other factors should be con- 
sidered by a physician in estimating his slice of prosperity. They, like 
other citizens, are inclined to ignore their share of the increasing liability 
of citizens for the national debt in estimating their net worth. Bulletin 65, 
“How Rich Are You?” (Bureau of Medical Economic Research, American 
Medical Association, 1948), describes a method by which physicians and 
others can estimate their family’s share of the burden of the federal debt. 


Obviously, an increase of 150% or 160% or 170% in the 
average incomes of physicians since the base period cannot be 
attributed to a general rise in fees alone. Two other factors, 
which we believe are probably more important in accounting 
for this increase in physicians’ incomes, are: (1) improved col- 
lections—a decrease in the percentage of uncollected bills for 
medical services rendered and, perhaps, a smaller percentage of 
charity patients to whom services were given free or at reduced 
fees; (2) greater “output per physician.” These data on the in- 
comes of physicians clearly indicate that 1,000 physicians were 
doing considerably more medical work in 1949 than 1,000 phy- 
sicians did a dozen years ago. This increase in “output per 
physician” resulted from, among other things, changes in therapy 
and diagnosis, increased use of technical assistants, seeing a 
higher proportion of patients in the office and in the hospital, 
and improved transportation. 


REACTIONS OF PHYSICIANS 
Doubtlessly, the reactions of physicians to the average in- 
comes given in this summary and to the many more given in 
in the article in the Survey of Current Business will vary con- 
siderably. Physicians who were practicing in 1935-1939 and 
who are now approaching the peak earning period of their lives, 
around age 50, wiil probably contend that these reported over- 
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all averages ($11,058 and $8,835) are too low. On the opposite 
side will be physicians who were in their fifties a dozen years 
ago and are now well past the peak earning period of life; their 
incomes have increased, on the average, far less than 150% 
to 170% since 1935-1939. On the whole, physicians who are 
now at or near the peak earning period of their lives will regard 
the averages as too low and older physicians will probably think 
they are too high. Likewise, many specialists will regard the 
over-all averages as too low and many general practitioners 
will consider them too high. Such are the limitations of any 
over-all average. The averages for each of the various groups 
of physicians will probably seem more reasonable to most phy- 
sicians in each group. In thinking about the rise in their own 
incomes, many physicians will forget that the national income 
also rose until it was three and one-fourth times as great in 
1949 as in 1935-1939. Only by comparing the increase in the 
incomes of the members of their profession with that of the 
American people taken all together can physicians get any real 
perspective on their relative position in a rapidly changing 
economy. 

The concept of the average income of the members of a 
clearly defined group is useful in making historical comparisons. 
On the other hand, the concept of the income of the average 
member of that group is very misleading because no person can 
remain at the same age as time passes. Two illustrations, based 
on Weinfeld’s Table 16, can be used to show that the concept 
of the average physician must be used very carefully by any 
physician who seeks to check the changes in his own income 
during the past 20 years with the averages developed in this 
and earlier surveys of the incomes of physicians by the U. S. 
Department of Commerce. 

Consider a physician who was just under 30 years of age in 
1929 and hence almost 50 years of age in 1949. The average 
net income of physicians in independent practice in the age 
group 45-49 in 1949 was somewhat more than twice as great 
as the average of those in the under-age 30 group. If we assume 
that this age-earnings relationship has held true since 1929, this 
physician could have expected his net income for 1949 to have 
been about twice as great as his net income in 1929 providing 
he had enjoyed the average gain due to 20 years of experience 
in the practice of medicine. His income would not have kept 
pace with the average of his medical school classmates if it had 
not doubled between 1929 and 1949. In addition to the age- 
earnings progression of his profession, there is a second factor 
which should have increased his income—the general increase 
in the average income of the American people which, on the 
average, doubled between 1929 and 1949. As already noted 
the average income of physicians also doubled. (If the average 
income of all physicians—and of the American people—had 
remained unchanged, this second factor could, of course, be 
ignored in our illustration.) On the basis of these two factors 
combined, the income of this physician should have quadrupled 
between 1929 and 1949 (2 x 2 = 4). 

Now consider a physician who was in his late forties in 1929. 
In his age-earnings progression Weinfeld groups all physicians 
65 and over into one class. On the basis of this age-earnings 
progression we can assume that the average physician’s income 
at age 67 is about half as high as the average for age 47. This 
second physician, who at age 47 in 1929 was at or near the 
peak earning period of his life, should have earned one-half 
as much in 1949 as he did in 1929 under the assumptions regard- 
ing the age-earnings progression already noted above. During 
those 20 years, however, the average incomes of the American 
people and of all physicians doubled. Hence, these two factors 
cancel out, indicating no difference between his 1929 and his 
1949 income (%2 x 2 = 1). 

These two illustrations were chosen as extreme cases in order 
to show the differences between physicians who were at their 
peak earning period of life in 1949 and in 1929. Any particular 
physician who attempts to use this new survey of physicians’ 
incomes as a means of determining whether his income was 
above or below average in 1949 should separate these two eco- 
nomic factors in making any computation for himself. He should 
examine Weinfeld’s tables 8, 16, and 18 which show the averages 
by age groups. Unfortunately only a few comparable averages 
by age groups for 1929 were developed by Leven® and none 
are available for 1935-1939. If such averages were available by 
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age groups, a physician at any age could easily determine how 
near his 1929, 1935-1939, and 1949 net incomes were to the 
average for his attained age group in each of these years. 


AVERAGE GROSS INCOMES 

The gross income corresponding with $11,058, the average 
net income of all physicians, was $18,316; thus, the net was 
60.4% of the gross. The relationship between the net and gross 
incomes of non-salaried physicians is probably more significant; 
the net was $11,744, 59.6% of the gross, $19,710. Weinfeld 
notes a slight rise in the general cost of conducting a medical 
practice, from 36.7% of gross in 1945 to 40.4% in 1949. Pay- 
roll expense alone rose from 11.1% to 13.2%. The remainder 
of the 40.4% in 1949 was paid to business firms for drugs and 
supplies and for such other items as transportation (automobile, 
train) and rent. More generally, the average physician realizes 
about three-fifths of the fees paid to him by his patients and 
the other two-fifths is paid out by him to other income receivers. 
Hence, our principal interest in this summary, as well as in the 
article itself, is in net income and not in gross income. Some 
day we hope to make a survey of the personal consumer expen- 
diture patterns of physicians. We suspect that the percentages 
spent for homes and automobiles are high and the percentages 
spent for other items, e. g., tobacco and recreation, are low 
relative to the expenditure patterns of all families in the same 
income class. This peculiar pattern may reflect the long work 
week of the physician. 


INCOMES OF LAWYERS AND DENTISTS 

The mean net income of non-salaried lawyers rose from $5,534 
in 1929 and $4,363 in 1935-1939 to $8,083 in 1948, increases 
of 46% and 85%, as compared with the increases of 125% and 
186% for non-salaried physicians.* The present survey is the first 
which clearly indicates that the average incomes of physicians are 
now above those of lawyers. Studies covering the late 1920's and 
early 1930's placed the lawyers’ incomes above the physicians’. 
The mean net income of non-salaried dentists rose from $4,267 
in 1929 and $2,812 in 1935-1939 to $7,146 in 1948, increases 
of 67% and 154%.7 Apparently there has been no counterpart 
in the practice of law or dentistry of the so-called wonder-drug 
revolution of the last decade and a half in the practice of medi- 
cine. Rapid changes in diagnosis and therapy have unquestion- 
ably increased very sharply the demand for the services of 
physicians. 

The expected data on the average hours of work per week 
for physicians, required for the comparisons of income per hour, 
are not now available. Hence, no comparisons of hours worked 
and of earnings per hour in these three professions can be pre- 
sented. The comparisons of these incomes of physicians, lawyers, 
and dentists are of some significance today but much more sig- 
nificant comparisons of the major professions can be made after 
future surveys of the incomes of certified public accountants 
and consulting engineers have been made; these two profes- 
sional groups outranked physicians and lawyers in earlier studies 
of the incomes of these five major professional groups. 

Our major interest in this summary of the article is the re- 
lationship between the trends in the incomes of physicians and 
of the American people—their patients. For several reasons 
Weinfeld has a greater interest in comparing the incomes of 
the different professions; these reasons are closely related to the 
particular function of his studies for the Office of Business 
Economics. Although the study has been clarified by the exclu- 
sion of interns, residents, and fellows-in-training, we believe 
that these physicians should be included when comparing the 
over-all average incomes of physicians with those of lawyers 
and dentists because the latter two professions do not have any 
comparable group which could be excluded from surveys. These 
physicians, under the supervision of senior physicians in hos- 


5. Op. cit. p. 114. He presented average gross incomes by years of 
practice instead of by age groups. 

6. Weinfeld, William: Income of Lawyers, 1929-1948, Survey of Cur- 
rent Business, (Aug.) 1949, U. S. Department of Commerce. 

7. Weinfeld, William: Income of Dentists, 1929-1948, Survey of Cur- 
rent Business, (Jan.) 1950, U. S. Department of Commerce, pp. 8-16. For 
earlier comparisons of the incomes of these five professions, see Friedman, 
M., and Kuznets, S.: Income from Independent Professional Practice, New 
York, National Bureau of Economic Research, 1945. 
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pitals, are providing a very large amount of medical care to the 
American people. Their monthly salaries are nominal. As noted 
by Weinfeld, if they had been included in the survey the average 
net income of all physicians would have been perhaps 10% 
lower, say about $10,000 instead of $11,000. It is especially 
necessary to make this allowance in comparing the three pro- 
fessions because young lawyers and young dentists were included 
in the surveys of incomes of lawyers and dentists. At least the 
comparisons should have been age for age. We wish to make it 
clear, however, that for all other purposes we thought that the 
decision to exclude interns, residents, and fellows-in-training was 
proper. 
INCOME AFTER TAXES 

Net incomes before and after federal taxes are two quite dif- 
ferent amounts. The increase since 1935-1939 in mean net in- 
comes overstates the gain in mean net incomes after federal 
income taxes. Because physicians, like other citizens, are re- 
quired to pay federal income taxes, it is proper to mention the 
peculiar economic pattern of the life of the physician. After 
spending a long time in training, any professional man starts 
to earn late in life and his lifetime earnings are bunched into 
a relatively short period of time. Because income tax rates are 
steeply progressive he will pay more taxes during his lifetime 
than another person who earns exactly the same amount of 
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income more sharply than the salary of the all-salaried phy- 
sician; and vice versa in depression. The excess in the average 
number of hours worked per week by the non-salaried above 
the average worked by the all-salaried physicians is not now 
available. In addition to less exposure to the business cycle, the 
all-salaried physicians have certain financial advantages which 
are not reflected in their cash compensation. Among these are 
various provisions for vacations, sick leave, insurance, and, per- 
haps most important, pensions. The non-salaried physician, 
whether he is an individual proprietor or a partner, cannot use 
any of his gross income to purchase an annuity or pension for 
himself because he does not qualify under the employer-em- 
ployee relationship defined in the Federal Income Tax Law. 
On the other hand, the physician who is employed can have a 
pension financed in whole or in part by his employer out of his 
employer's gross receipts. This pension benefit does become tax- 
able to the all-salaried physician when he retires; the extra 
benefit is merely a tax deferment which will enable him to pay 
the tax on this benefit during his retired years when, presumably, 
the income tax rate will be lower for him because his income 
is lower. It is impossible, however, to assign a specific amount 
of the $3,310 difference to this pension advantage *; our best 
guess would be one-fourth. Vacation pay and sick leave benefits 
could account for a similar fraction of this difference of $3,310. 


TABLE B.—Average Net income of Physicians by Region, 1949 


Physicians in Physicians in Non-Salaried 
Independent Practice Salaried Practice Physicians 
Mean Median Mean Median Mean Median 
Region (1) (2) (3) (4) (5) (6) 

$ 9,740 $ 8,061 $8,605 $7,597 $ 9,602 $ 7,818* 
10,270 8,263 8,026 7,562 10,130 8,157* 
12,157 9,855 7,616 7,333 11,958 9,602* 
12,755 10,743 9,115 7,879 12,631 10,674" 
12,313 10,632 7,808 7,283 12,305 10,678" 
14,368 12,178 7,807 7,409 14,235 12,243" 
11,858 9,668 8,272 7,555 11,744 9,561 


Source: Weinfeld, Tables 10 and 12. 
* See footnote (*) to Table A. 


he states included in each of the seven regions are New England: Connecticut, Maine, Massachusetts, New Hampshire, Rhode Island, Vermont; 


T 
Middie East: Delaware, District of Columbia, Maryland, New 


Jersey, New York, Pennsylvania, West Virginia; Southeast: Alabama, Arkansas, Florida, 
Georgia, Kentucky, Louisiana, Mississippi, North Carolina, South Carolina, Tennessee, Virginia; So 


uthwest: Arizona, New Mexico, Oklahoma, Texas; 


Central: Illinois, Indiana, lowa, Michigan, Minnesota, Missouri, Ohio, Wisconsin; Northwest: Colorado, Idaho, Kansas, Montana, Nebraska, North 
Dakota, South Dakota, Utah, Wyoming; Far West: California, Nevada, Oregon, Washington. 


money during his life, spread over a longer working lifetime— 
as much as 10 years longer than the working lifetime of the 
typical physician. Because of the lack of precise data for the 
base period, 1935-1939, we can make only general comments 
about the probable increase in the mean net income after taxes. 
We have, however, estimated that, assuming a wife and two 
other dependents, the amount of income taxes on 1949 incomes 
averaged about $1,300 per physician as compared with less than 
$100 of taxes in the base period, 1935-1939. It should be abun- 
dantly clear that the increase in the net income after taxes be- 
tween 1935-1939 (and 1929) and 1949 was far less than the 
increase reported in the article for mean net incomes before 
taxes. 
THE ALL-SALARIED VERSUS THE NON-SALARIED 


As previously noted, the mean net income for 1949 of phy- 
sicians who derived all of their professional income from sal- 
aried practice —the all-salaried physicians — was $8,434 as 
compared with the mean of $11,744 for those in non-salaried 
practice. The difference of $3,310, uncorrected for age differ- 
ences, must be examined. The non-salaried physician is roughly 
comparable to a small retailer; as such, he is a prime risk-bearer 
in our economy. Accordingly, inflation and prosperity raise his 


8. Under the leadership of a special committee of the American Bar 

, a bill (H.R. 4371) was introduced recently in Congress for 

the purpose of correcting this tax inequity for all self-employed. This 

inequity is especially great in the professions because of the long period 

of training and subsequent relatively high incomes—-and physicians have 
a much longer training period than other professional men. 

9. Dickinson, F. G.: Income Tax Discrimination Against the Profes- 
sions, J. A. M. A. 142: 1357-1360 (April 29) 1950. Reprinted as Bulletin 
74, Bureau of Medical Economic Research, American Medical Association, 
Chicago, 1950 


SPECIALISTS VERSUS GENERAL PRACTITIONERS 

The reported mean net income of general practitioners in 
independent practice for 1949 was $8,835, for partly specialized 
(part-time specialists), $11,758 and for fully specialized (full- 
time specialists), $15,014. Thus the mean net income of the 
partly specialized physicians was almost the same as the mean 
net income of all physicians in independent practice (physicians 
whose major source of income was fees)—$11,858, as already 
noted; in that sense, he is an average physician. The spread of 
about $6,200 betwéen the averages for general practitioners 
and fully specialized physicians will be of great interest to all 
members of the medical profession. Weinfeld notes that the 
spread was considerably smaller percentagewise in 1949 than 
in 1929 and only $100 more. This important finding is also pre- 
sented in one of his charts. 

Elsewhere ® we have estimated that the accumulated invest- 
ment of an intern in his seven or eight years of premedical and 
medical education and in income sacrificed is well over $30,000. 
The intern contemplating the three or four years of residency 
training necessary to become a specialist must reckon with the 
economic aspects of an additional investment. The income mar- 
gin between specialists and general practitioners may or may 
not have a dollar value sufficient to offset the extra financial 
sacrifice during three or four years of additional training at 
nominal salary, or the personal sacrifice at a time in life when 
most young men are starting or have already started to have a 
family. Furthermore, the tendency of specialists to locate in 
the larger cities where family living costs are higher may offset 
some of the extra earnings of specialists. Professional qualifica- 
tions, interests, and prospects may outweigh these economic 
considerations in the decision to become or not to become a 
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specialist. We shall defer comment until we know the differ- 
ences in the age distribution of general practitioners and fully 
specialized physicians which could account for some of the 
difference in the mean net incomes. 


REGIONAL VARIATIONS 


We turn now to certain important breakdowns of the quantity 
of data presented in this current article. As already noted, the 
mean net income of non-salaried physicians in 1949 was $11,744 
and the median, $9,561. The regional differences are shown in 
Table B for physicians whose major source of income was fees 
from independent practice, for physicians whose major source 
of income was from salaried practice, and for physicians whose 
entire source was from independent practice (non-salaried phy- 
sicians). The non-salaried physicians in the Far West (Washing- 
ton, Oregon, Nevada, and California) reported the highest mean 
and median net incomes, $14,235 and $12,243. New England 
ranked lowest in both mean and median incomes, $9,602 and 
$7,818. We are now dealing with a part of the universe of our 
responses and many questions can be raised regarding the rep- 
resentativeness of the returns from each of these seven regions. 
Weinfeld tested each area by median age and found no striking 
incongruities. 

Unfortunately, the Bureau of Medical Economic Research 
was not able, at the appointed time, to provide the Office of 
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consumer expenditures, we are somewhat skeptical about the 
validity of the differences between states and of the absolute 
amounts. 
NAMED CITIES 3 

Data on net incomes were computed for 32 named cities of 
mere than 325,000 population. The highest mean net income 
for all physicians, $14,817, was reported for Memphis. Memphis 
also ranked first with $18,758 in the mean net Incomes, by cities, 
of physicians in independent practice. In the first group Minne- 
apolis ranked second, and Atlanta ranked second in the second 
group. The complete city rankings may be obtained from the 
article itself. We have serious doubts about the “representa- 
tiveness”—in a generic sense— of the returns from these named 
cities despite the large number (30,000) of replies from the en- 
tire country and the statistical tests made by Weinfeld. More 
than he, we doubt that the information is sufficiently broad 
to warrant a statement that the mean or median net income in 
any category was higher in Memphis than in Atlanta or Minne- 
apolis. Perhaps in our subsequent study of these returns we 
shall find reasons for more confidence in the averages for named 
cities. 

BY SIZE OF CITY 

Weinfeld classified cities into 11 sizes according to popula- 
tion; the smallest group was cities of less than 1,000 population 
and the top group, cities of 1,000,000 and over. City size vari- 


TABLE C.—A verage Net Income of Physicians by Size of Community, 1949 


Physicians in Physicians in Non-Salaried 
“All” Physicians Independent Practice Salaried Practice Physicians 
Size of Community “Mean Median " Mean Median "Mean Median - Mean Median 
(Population) (1) (2) (3) (4) (5) (6) (7) (8) 

1. Under 1,000............scecccees $ 7,090 $ 6,177 $ 7,109 $ 5,699 $7,019 $7,000 $ 7,029 $ 5,606* 
8,579 7,547 8,732 7,667 7,388 6,800 8,775 7,748* 
B. 2,500-4,909......ccccccccccceccecs 10,593 9,050 11,228 10,110 7,361 7,446 11,297 10,088* 
4. 5,000-9,999 11,028 9,354 11,624 10,149 8,486 7,452 11,581 10,069* 
5. 10,000-24,999 11,425 9,667 12,134 10,621 8,462 7,610 12,282 10,712* 
6. 11,876 9,759 12,812 11,087 9,157 7,932 12,903 11,274" 
7. 50,000-99,999 12,155 9,793 13,186 10,921 8,578 7,878 12,991 10,679* 
8. 100,000-249,999 12,062 9,537 13,110 10,690 8,366 7,620 13,083 10,629* 
9. 250,000-499,999 12,766 10,195 14,276 11,970 7,808 7,358 14,368 12,084* 
10. 500,000-999,999 11,885 9,463 13,161 10,546 8,736 7,925 12,877 10,325* 
11. 1,000,000 and over 10,021 7,712 10,661 7,988 7,946 7,199 10,287 7,754* 

12. United States...............65. 11,058 8,835 11,858 9,668 8,272 7,555 11,744 9,561 


Source: Weinfeld, Tables 10, 14 and 15. 
* See footnote (*) to Table A. 


Business Economics with the data on age breakdowns necessary 
to eliminate that factor through the customary statistical pro- 
cedure of age standardization. For this reason our criticism 
and skepticism regarding regional and other breakdowns of the 
data should not be considered a reflection on the Office of 
Business Economics and Mr. Weinfeld, but a confession of our 
own inability to provide the assistance which we had hoped we 
would be able to give at the time needed. We expect later to 
make many of these corrections for variations in age which 
could, of course, account for some of the regional differences 
between the mean and median net incomes in New England 
and the Far West. On the other hand, the rate of population and 
economic growth of an area has a great deal to do with the 
average earnings of physicians and of most income earners. 
Weinfeld also presents tables showing mean and median net 
incomes for individual states. For physicians in independent 
practice the three highest means were for Arizona, Washington, 
and California; the three lowest, for Vermont, Maine, and 
Arkansas. For physicians in salaried practice the three highest 
means were for Minnesota, North Dakota, and New Hamp- 
shire; the three lowest, for Nevada, Nebraska, and Kentucky. 
Since it was not possible for Weinfeld to make more than gen- 
eral tests of the representativeness of the returns from each 
state, we shall withhold comment on these state differences and 
rankings until we have had an opportunity to check the data 
against our punch card file for physicians, which is nearing 
completion. For the same reason we shall withhold comment 
on Weinfeld’s table of estimates, by states, of personal consumer 
expenditures for physicians’ services. Although there has been 
considerable demand for these state breakdowns on personal 


ations in the cost of living are, of course, outside the scope of 
this study. It would seem a priori that the averages by size of 
city for the larger categories of physicians are probably more 
reliable than for some of the smaller categories and far more 
reliable than for named cities. A summary of Weinfeld’s data 
on city size is presented in tables C and D. The highest mean 
net income for all physicians ($11,058 for the U. S.) was re- 
ported for cities of 250 to 500 thousand; the highest median 
income ($8,835 for the U. S.) was also reported for cities of 
250 to 500 thousand—see row 12, columns 1 and 2 of Table C. 
For physicians whose major source of income was fees from 
independent practice (columns 3 and 4), the highest mean and 
median net incomes were reported for cities of 250 to 500 thou- 
sand; and the highest mean and median net incomes for phy- 
sicians whose major source of income was salaried practice, 
cities of 25 to 50 thousand. For physicians whose entire source 
of income was from independent practice the highest mean 
and median net incomes were reported for cities of 250 to 500 
thousand. For physicians in independent general practice (row 
la, Table D) the highest mean and median net incomes were 
reported for cities of 5 to 10 thousand (where the costs of living 
are usually relatively low); for partly-specialized (row 1b), cities 
of 10 to 25 thousand; and for fully-specialized, cities of 250 to 
500 thousand. For physicians in salaried general practice the 
highest mean and median net incomes were reported for cities 
of 2.5 to 5 thousand; for partly-specialized, 1 to 2.5 thousand; 
for fully-specialized, 25 to 50 thousand; and for “Other” (mostly 
medical administrators), the highest mean net income was re- 
ported for cities of 1 million and over and the highest median 
net income for cities of 500 thousand to 1 million. 
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The small size of the samples casts some shadow of doubt 
upon some of these city size conclusions, especially those for 
physicians included under “Other.” All physicians, particularly 
interns and residents contemplating a choice of location, will 
note this clear evidence from the city size data of the higher 
average net incomes (in dollars) for general practitioners in the 
smaller cities, for partly-specialized in the somewhat larger cities 
and for fully-specialized in cities of 250 to 500 thousand and 
that in no single instance (except for the physicians in the “Other” 
classification) is the highest mean or median net income reported 
for cities of 500 thousand and over or for towns of under 1 
thousand. Other studies of physicians’ incomes have noted the 
same feature of the returns from the very large cities. Although 
the representativeness of the samples is not perfect, it appears 
reasonably certain that the extremely large cities are over-sup- 
plied with physicians who might do better for themselves if 
they were located in other places where living costs may be 
lower. This conclusion is further supported by observations of 
numerous physicians who are in a position to give informed 
opinions. Weinfeld notes that the increases in 1949 over 1929 
were greatest for cities under 5,000 and smallest for cities over 
1,000,000. We sincerely hope that this survey of physicians’ in- 
comes will help in moving some of the physicians out of the 
extremely large cities. We fully appreciate the incompleteness 
of averages; some of the attractiveness of a metropolitan prac- 
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ported for the specialties having very few members. Pathology 
also ranks second for the salaried full specialists with mean 
and median net incomes of $11,745 and $10,957, but roent- 
genology-radiology ranks first with $12,326 and $10,412. Again 
the author provides only the median age of those reporting, 41 
years for pathology and 40 years for roentgenology-radiolopy. 
So much detail on the specialties is presented in the article that 
only this cursory summary of the highlights could be presented 
here. 
FINAL COMMENTS 

Our appreciation of the indebtedness of physicians and medical 
economists to the author, William Weinfeld, and to M. Joseph 
Meehan, Director of the Office of Business Economics, and the 
difficulties under which they have worked is so keen—among 
which has been our own inability to furnish them with certain 
data required for testing the representativeness of their many 
samples—that we would not at this time care to present many 
additional analytical comments. For many years to come their 
tabulations and interpretations of the returns from this survey 
will stand out as a basic reference point in future studies of phy- 
sicians’ incomes. Frankly, we were surprised that the maximum 
incomes were reported for ages 40-44 or 45-49 in most of the 
classifications for we had expected the peak earnings to be found 
later in life. Higher incomes of partners may be due to specialty, 
size of city, and age factors; partnerships and group practice are 


TaBLe D.—Size of City (Population in Thousands) with High and Low Average Net Income, by Degree of Specialization 


High Mean Low Mean High Median Low Median 
Net Income Net Income Net Income Net Income 
Amount City Size Amount City Size Amount City Size Amount City Size 
(1) (2) (3) (4) (5) (6) (7) (8) 
1. Physicians in Independent Practice $14,276 250-500 $7,109 Under 1 $11,970 250-500 $5,699 Under 1 
la. General Practice............... 10,586 £-10 6,596 Under 1 9,336 5-10 5,455 Under 1 
lb. Partly Specialized.............. 14,302 10-25 8,401 1,000 and overt 12,871 10-25 6,694 1,000 and overt 
le. Fully Specialized............... 16,608 250-500 11,885 1-2.5 14,210 250-500 8,000 
2. Physicians in Salaried Practice.... 9,157 25-50 7,019 Under 1 7,932 25-50 6,800 1-2.5 
2a. General Practice............... 7,000 2.5-5 5,700 250-500 7,143" 2.5-5* 5,577" 1,000 and over*t 
2b. Partly Specialized.............. 9,000 1-2.5 6,255 1,000 and overt 8,000* 1-2.5* 6,114* 1,000 and over*t 
2e. Fully Specialized............... 10,028 25-50 7,288 Under 1 8,625" 25-50* 7,329* Under 1* 
9,068 1,000 and overt 6,197 5-10 8,571* 500-1,000* 5,750* 5-10* 
12,766 250-500 7,090 Under 1 10,195 250-500 6,177 Under 1 


Source: Weinfeld, Tables 7, 9, 14 and 15. 
* See footnote (*) to Table A. 
+ 1,000 and over means, of course, 1,000,000 and over. 


tice comes from the conviction of a physician making a choice 
of location that he will rise far above the average. On the other 
hand, rapid and extensive improvements in transportation have 
brought many of the small towns well within the economic and 
social orbits of the nearby cities, large and small. Income in 
1949 per person engaged in agriculture (including forestry and 
fishing) had risen 253% since 1935-1939. Dollars of net income 
do not reveal the lower family living costs and the subjective 
appeals of a rural medical practice. 


WHICH SPECIALTY? 

There will be considerable interest in the tables showing aver- 
age net incomes for fully-specialized physicians by specialty. 
For the full specialists in independent practice, neurological 
surgery ranked first with a mean net income of $28,628 and a 
median net income of $24,500. Pathology ranked second with 
a mean of $22,284 and a median of $20,167. The median in- 
comes are not influenced by the extremely large or the ex- 
tremely small incomes reported by a few physicians. The 
rankings of specialty groups by medians is probably more re- 
liable than by means; the two rankings, however, do agree for 
neurological surgery and pathology. The median ages of the 
respondents were 42 and 49 years, respectively. We are still in 
the process of developing age breakdowns which will enable us 
to make additional tests of the age representativeness of the 
returns from these specialists; this difference of seven years in 
the median ages of these two specialty groups seems, on the 
surface, excessive although pathology is one of the older special- 
ties and neurological surgery is one of the newest. Weinfeld 
notes that the highest mean and median net incomes are re- 


not synonymous terms even for partnerships of three or more 
members. But, as previously noted, we were unable to furnish the 
data necessary to eliminate the age factor as a variable. This is 
the outstanding defect of the study. The large sample (30,000) 
may actually make this prime defect of lesser importance than it 
now seems to us. Ideally, data for standardized age blocks should 
have been developed before the computation of over-all means 
and medians. Weinfeld also notes the over-response—a higher 
than expected percentage of replies—from specialists and, in the 
“Technical Notes,” the over-response and under-response from 
certain states. He has made corrections for the latter, which pro- 
duced negligible changes in the averages, but none for the 
former. There are also some indications of an over-response 
from salaried physicians. 

The significance of this survey will probably change as time 
passes. At the present writing it seems to us that the important 
implications of this study are as follows: 

The rise in physicians’ incomes of the past dozen or 20 
years has been at about the same rate as the rise in the national 
income per capita. More generally, the American people have 
been fair to their physicians in an inflationary era from the 
standpoint of income; and vice versa. 

2. Talented high school graduates will continue to choose 
medicine for the age-old reasons—a great interest in the natural 
sciences and a conviction that a medical career will provide an 
opportunity to serve people. The inflationary 1940’s have pro- 
duced only one new financial reason for choosing medicine, 
namely, that medicine now pays better, on the average, than 
law—for the incomes of lawyers have not kept pace with the 
inflationary trends as have physicians’ incomes. The trends 
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for certified public accountants and consulting engineers will 
doubtlessly be described in future surveys. 

3. The highest 1949 average net incomes were not received 
by physicians in the larger cities where family living costs 
are high. 

4. The differences between the average incomes of the all- 
salaried and the non-salaried physicians are considerable, but 
the value of the perquisites of the all-salaried physicians must 
be weighed. 

5. The moderate increase in physicians’ fees since 1935-1939, 
as reported by the United States Bureau of Labor Statistics, was 
only one of the three major factors responsible for the increase 
in the average incomes of physicians which has enabled physi- 
cians’ incomes to keep pace with the inflationary trend of the 
1940's. The other two major factors were the improved collec- 
tions of fees and the increased “output per physician.” 

6. In addition to these three specific factors, the increase in 
the number of physicians since the base period must be consid- 
ered. If there had been the nationwide shortage of physicians 
in 1949 which some writers have alleged, it is almost certain that 
physicians’ incomes would have been, on the average, far higher 
and the increases in recent years far greater. This survey of physi- 
cians’ incomes has revealed no general economic evidence of a 
national shortage of physicians. 


BUREAU OF LEGAL MEDICINE 
AND LEGISLATION 


MEDICOLEGAL ABSTRACTS 


Malpractice: Failure to Use Roentgenograms to Locate Needle 
in Eye.—The plaintiff sued for damages allegedly caused by the 
negligence of the defendant physician. From an order dismiss- 
ing the action, the plaintiff appealed to the Supreme Court of 
Washington. 


In the performance of an operation upon one of the eyes of 
the plaintiff, the defendant physician inserted a number of 
minute metallic needles, each one of which had been threaded 
with black silk. When the operation was finished the needles 
were removed, but the defendant discovered that one of them 
was missing. There was one thread more than the number of 
removed needles. The defendant endeavored to locate the miss- 
ing needle in the eye, but was unable to find it. No use was 
made of an x-ray to aid in discovering the needle. About eleven 
days after the operation, the defendant by use of x-ray equip- 
ment located the needle in the eye and removed it, but the 
plaintiff lost the use of that eye. 


The Supreme Court said that when it was made to appear 
that the needle had been left in the plaintiff's eye, and that by 
the use of the x-ray its presence and location later became 
known, the jury would have had the right to infer that if the 
x-ray had been used before the operation was closed the pres- 

ence of the needle would have been discovered and could have 
been removed. It may be, the court continued, that the condi- 
tion of the eye was such that the presence of the needle would 
not have been discovered by the x-ray at the close of the opera- 
tion, or there were other sufficient reasons why proper surgical 
practice justified omission of the use of x-ray at that particular 
time, but the burden was upon the defendant to go forward 
and submit evidence upon such questions. It was the duty of 
the defendant, when he either knew or had good reason to 
believe that the missing needle was or might be in the eye, to 
use available methods known to his profession to locate the 
missing needle. On the basis of this evidence, said the Supreme 
Court, the trial court should not have sustained the challenge 
to the sufficiency of the evidence. Accordingly the judgment in 
favor of the defendant physician was reversed and the cause 
was remanded for a new trial.—Madis v. Stellwagen et ux, 227 
P. (2d) 445 (Washington, 1951). 
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Palmour Street; A Study in Family Life: 16 mm., black and white, 
sound, showing time 29 min. Produced in 1950 for Georgia State Depart- 
ment of Health by Southern Educational Film Production Service, Athens, 
Ga. Procurable on purchase ($50) from Health Publications Institute, Inc., 
Raleigh, N. C. 

Basic concepts of mental health as they relate to family life 
are presented. The daily life of the Negro families living on 
Palmour St., Gainesville, Ga., serve to illustrate some of the 
ways in which parents influence the mental and emotional de- 
velopment of their children. Although the concepts are presented 
against the background of a Negro community, the same prob- 
lems and situations apply in all homes. The demonstrations of 
both the mother’s and father’s love and the natural and real re- 
actions of all the cast enhance the value of the film. It would 
stimulate a good discussion of family life. 

This film is especially recommended for use with Negro 
church, parent-teacher, and other family groups. In selected in- 
stances it would also prove valuable for use with other adult 
groups. The photography, direction, and sound, are excellent. 


Circulation: 16 mm., black and white or color, sound, showing time 16 
min. Produced in 1950 by and procurable on purchase (black and white 
$75, color $150) from United World Films, 1445 Park Ave., New York. 

This motion picture presents the elementary aspects of the 
anatomy and physiology of the circulatory system. The func- 
tions of the heart, veins, and capillaries and their general rela- 
tion are shown by animated diagrams and by more detailed 
methods. A final sequence shows the making of a sphygmogram 
from the radial artery of a boy, before and after exercise. 

The anatomy and physiology taught are correct in every re- 
spect, although the subject of the capillaries is handled super- 
ficially and the lack of labeling of right and left causes confusion 
when parts of the heart are described. The film would be most 
useful at the 7th, 8th, and 9th grade levels, since the omission 
of psychological emphasis and aims limits its use with adult 
groups. The photography and sound are very good. 


House of Mercy: 16 mm., black and white, sound, showing time 17 min. 
Presented by RKO Pathe, This Is America Series. Produced in 1950 by 
Jay Bonafield. Procurable on 10 year lease ($80) from McGraw Hill Book 
Co., Text-Film Dept., 330 West 42nd St., New York 18, or on rental from 
Ideal Pictures Corp., 58 E. South Water St., Chicago 1. 


This motion picture presents excellent general information 
about hospitals by the portrayal of a father who pays his first 
visit to the community hospital when he is notified that his son 
has been injured. After learning that his son is receiving expert 
attention, he makes a tour of various departments and discovers 
how scientifically and efficiently the members of the staff carry 
out their work. This man’s enforced visit causes him to reflect 
on the importance of the hospital to the community. 

The film is very informative, and the material presented is 
essentially accurate; however, it is lacking in motivation. It is 
recommended for all adult audiences and is especially useful 
for drives aimed at soliciting support for the establishment of 
community hospitals. The photography and sound are good. 


Modest Miracle: 16 mm., black and white, sound, showing time 22 min. 
Produced in 1942 for Standard Brands, Inc., by Wiiding Pictures Corp., 
Chicago. Procurable on loan from The Fleischmann Division, Standard 
Brands, Inc., 595 Madison Ave., New York. 

Through a conference among a school principal, an under- 
nourished grade school boy, and his father, the story of Dr. 
Robert R. Williams’ isolation and synthesis of vitamin B; is por- 
trayed. The enrichment of white bread with vitamin B: is also 
covered. The message of this film is fundamentally sound and 
interestingly told. However, the idea of having a school prin- 
cipal directly inform a pupil that he is undernourished is not to 
be considered as recommended practice. The implication that 
there was a large incidence of draftee rejection due to malnu- 
trition in World War II may also be questioned. 

If the above-mentioned portions of the film were corrected, 
it would be recommended for junior and senior high school 
students and adults. The photography and sound are excellent. 
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A.M.A. Arch. Internal Medicine, Chicago 


87:627-774 (May) 1951 


Cortisone and ACTH in Essential Hypertension: Establishment of Renal 
Glycosuria. H. Dustan, A. C. Corcoran, R. D. Taylor and I. H. 
Page.—p. 627. 

Experiences in Use of Low Sodium Diet in Management of Ascites. 
R. W. Phillips and A. M. Phillips.—p. 636 

*Treatment of Ulcerative Colitis and Regional Enteritis with ACTH: 
Significance of Fecal Lysozyme. S. J. Gray, R. W. Reifenstein, J. A. 
Benson Jr. and J. C. G. Young.—p. 646. 

Mortality Study in Bundle Branch Block. M. Rodstein, R. Gubner, 
J. P. Mills and others.—p. 663. 

Relapsing Panniculitis (Weber-Christian Disease): Review of Literature 
and Report of Case Including Treatment with Cortisone. C. R. Shu- 
man.—p. 669. 

Clinical Aspects of Dictary Depletion of Riboflavin. O. W. Hills, E. 
Liebert, D. L. Steinberg and M. K. Horwitt.—p. 682. 

Intermittent Bundle Branch Block of Long Duration: Vagal Influence 
on Intraventricular Conduction. G E. Hein and P. J. Sanazaro. 
—p. 694. 

Desoxycorticosterone Acetate and Ascorbic Acid in Treatment of Rheu- 
matoid Arthritis. D. S. Littman, R. H. Stockdale and G. R. William- 
son.—p. 707. 

Generalized Torulosis with Bone Involvement. M. F. Wiener.—p. 713. 

Treatment of Ulcerative Colitis and Regional Enteritis with 

ACTH.—Corticotrophin (ACTH) was given in doses of 20 to 40 

mg. intramuscularly at six-hour intervals for periods of four to 

eight weeks to six patients with severe, extensive ulcerative 
colitis and two with regional enteritis. A significant and often 
dramatic remission in the acute aspects of the disease was 
induced in all but one of the patients. The remission was charac- 
terized by a notable decrease in diarrhea, disappearance or 
diminution of blood in the stools, improvement of the appear- 
ance of the mucosa on sigmoidoscopic examination (the mucosa 
did not revert to normal in any instance), relief of abdominal 
pain and tenesmus, prompt fall in temperature, sedimentation 
rate and fecal lysozyme titer, and an increase in appetite and 
weight, accompanied with a sense of well-being. No clinical 
response was Observed in one patient with chronic ulcerative 
colitis of 23 years’ duration, extensive fibrosis and cicatrization 
of the colon, multiple strictures, and perianal and perineal fis- 
tulas. Relapses occurred in three patients with ulcerative colitis 
and in both patients with regional enteritis within three weeks 
to nine months after corticotrophin treatment was discontinued. 

The relapses were mild in all but one patient, and there was a 

good response to a second course of therapy. Long-term mainte- 

nance therapy or repeated courses of treatment may be indicated 
in some patients. In two of the five patients who responded to 
corticotrophin therapy remission has lasted up to 16 months. 

The fecal lysozyme titer was found to parallel the course and 

activity of ulcerative colitis, decreasing with remissions and 

increasing with exacerbations. The level of fecal lysozyme is a 

measure of the activity of the disease process and is a significant 

index of the available functioning tissue and its ability to respond 
to injury. The remission induced by corticotrophin may prove 
exceedingly helpful in the preparation of patients with ulcerative 
colitis for surgical treatment. The best long-term results were 
obtained in patients receiving a prolonged course of treatment. 

Administration of the hormone does not constitute a cure but 

is a valuable adjunct in the therapy of ulcerative colitis and 

regional enteritis, particularly in the early stages of these 
diseases. 


The Association library lends periodicals to members of the Association 
and to individual subscribers in Continental United States and Canada 
for a period of five days. Three journals may be borrowed at a time. 
Periodicals are available from 1940 to date. Requests for issues of 
earlier date cannot be filled. Requests should be accompanied with 
stamps to cover postage (6 cents if one and 18 cents if three periodicals 
are requested). Periodicals published by the American Medical Associ- 
ation are not available for lending but can be supplied on purchase order. 
Reprints as a rule are the property of authors and can be obtained for 
permanent possession only from them. 


Titles marked with an asterisk (*) are abstracted. 


*Tuberculin-Negative Tuberculosis. W. Mascher.—-p. 501. 
*Cutaneous 
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A.M.A. Arch. Ophthalmology, Chicago 
45:507-614 (May) 1951 


Experimental Radiation Cataracts: I. Cataracts in Rabbit Following 
Single X-Ray Exposure. D. G. Cogan and D. D. Donaldson.—p. 508. 

Distance Discrimination: VIII. Influence of Rod Brightness and Back- 
ground Illumination in Howard-Dolman Test. B. I. Wilner, F. W. 
Weymouth and M. J. Hirsch.—p. 523. 

Intraocular Infection with Gas-Forming Bacillus Clostridium Welchii: 
Report of Case. R. J. Kennedy and A. W. Vogel.—p. 528. 

Cortisone Therapy in Case of Rheumatoid Nodules of Eye in Chronic 
Rheumatoid Arthritis. W. L. Mundy, R. M. Howard, P. H. Stillman 
and M. Bevans.—p. 531. 

Free Composite Lid Graft. A. Callahan.—p. 539. 

Studies in Experimental Ocular Tuberculosis: XV. Effect of Paraamino- 
Salicylic Acid and of Streptomycin plus Acid in 
Normal Rabbits. A. C. Woods, R. M. Wood and H. A. Naquin. 

—p. 546. 

of Migraine. B. J. Alpers and H. E. 

Yaskin.—p. 555 


A.M.A. Arch. Pathology, Chicago 


$1:473-566 (May) 1951 


Osteogenic Sarcoma After Inhalation of Beryllium Oxide. F. R. Dutra, 
E. J. Largent and J. L. Roth.—p. 473. 
Histochemical Distribution of Glycogen: I. Evaluation of Methods. 
A. M. Carpenter, B. Polonsky and M. L. Menten.—p. 480. 
Id.: Il. Kidneys of Patients with Different Pathologic Conditions, Especi- 
ally Those with Lipoid Nephrosis. M. L. Menten and A. M. Carpenter. 
486. 


Id.: III. Kidneys of Leukemic Patients. M. L. Menten and A. M. Carpen- 
ter.—p. 494. 

Fatty Liver With and Without Necrosis: Histological and Biochemical 
Investigations. D. Koch-Weser, E. Farber and H. Popper.—p. 498. 
Further Studies on Pathogenesis of Fibrocystic Disease of Pancreas. 

A. H. Baggenstoss, M. H. Power and J. H. Grindlay.—p. 510. 
Osseous Changes in Congenital Biliary Stenosis. R. C. Hendrix.—p. 518. 
Production and Pathogenesis of Parabiotic Hypertension in Rat. C. E. 

Hall and O. Hall.—p. 527. 

Cytology of oe Pancreatic Islets in Addison’s Disease. D. L. 

Hinerman.—p. 


American Review of Tuberculosis, New York 
63:501-578 (May) 1951 


Inoculation Tuberculosis: Review of Literature and Report of 
Eight Cases. E. D. Grady.—p. 526. 
*Studies on Communicability of Histoplasmosis. J. A. Prior and C. R. 
Cole.—p. 53 


r ptod in Treatment of Extrapleural Hematoma 
Complicating Extrapleural Pneumothorax. E. A. Gaensler and J. W. 
Strieder.—p. 547. 

Chemotherapy of Tuberculosis: IV. Studies with Sulfones in Mouse. 
R. Donovick, J. Bernstein, C. McKee and G. Rake —P. 556. 

Enhancement of Growth of Dit Strains of 
Tubercle Bacilli by Dihydrostreptomycin, Function of Initial pH Value 
of Medium. C. Hurwitz.—p. 568. 


Tuberculin-Negative Tuberculosis.—Eleven patients with active 
tuberculosis and with negative cutaneous tuberculin reactions 
were observed. These patients were in good general condition 
and free from intercurrent nontuberculous infection. The pres- 
ence of tuberculosis was established in six of the patients by the 
isolation of Mycobacterium tuberculosis from sputum culture. 
Acid-fast bacilli were seen on microscopic examination of the 
sputum in two patients, but tubercle bacilli were not isolated 
by culture. The bacteriologic examinations for tubercle bacilli 
were negative in the remaining three patients. Six of the patients 
were vaccinated with BCG; two became tuberculin reactors with 
a local papule after vaccination; one remained a tuberculin non- 
reactor but showed a possible “early reaction”; three showed no 
local reaction and remained nonreactors to tuberculin. Ustvedt’s 
diagnostic tuberculin test resulted in no reaction in two other 
patients. In seven patients no reduction of normal skin sensitivity 
was demonstrated as judged by tests with codeine as a non- 
specific irritant, the rate of absorption of a sodium chloride 
wheal, development of erythema after irradiation, and the inci- 
dence of passive dermographism. Some of the patients were 
examined for the presence of a tub li g factor 
in the serum (so-called anticutin), which was found in one case 
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by tests in a guinea pig and in three human volunteers. Serum 
from another case appeared to contain “anticutins” when tested 
in three of the volunteers but not in another two persons. Sera 
from the remaining two patients were negative when tested in 
six human volunteers. The strain of M. tuberculosis (human type) 
isolated from one of the patients was studied in detail. A guinea 
pig became tuberculin-positive after inoculation with the strain. 
Vaccination of the patient’s skin with the strain resulted in the 
development of cutaneous tuberculides without lymph node or 
general reactions as in tuberculin-positive tuberculous patients. 
Old tuberculin and purified protein derivatives prepared from 
the strain caused positive tuberculin reactions in controls of the 
same intensity as those developing by simultaneous testing with 
ordinary old tuberculin. 


Cutaneous Inoculation Tuberculosis—A comprehensive review 
of recorded treatments for cutaneous inoculation tuberculosis 
and eight recent case histories are presented. Persons who work 
with tuberculosis are always in danger of contracting the disease 
through skin inoculation. The review of the literature and two of 
the cases reported suggest that surgical excision of the tubercu- 
lous process usually results in a prompt cure. This treatment may 
shorten the course of the disease. If the cutaneous lesion and the 
involved lymph nodes are discrete and small, complete and 
immediate removal is the best method for cure. X-ray therapy 
has had general acceptance as a method of treatment per se and 
as an adjunct to other methods. It is, however, ineffective in 
caseous or abscessed glands. Streptomycin or other antitubercu- 
lous drugs, either alone or in conjunction with surgery, are help- 
ful in healing the disease. Incision and curettement of fluctuant 
nodes may be beneficial as a preliminary or final treatment of a 
particular disease area. Complete surgical excision of the skin 
lesions and of all other diseased tissue is the most rapid and 
satisfactory method for the treatment of patients with cutaneous 
inoculation tuberculosis. 


Communicability of Histoplasmosis.—Prior and Cole made a 
pathological study of 12 dogs naturally infected with histoplas- 
mosis to determine the various means by which Histoplasma 
capsulatum might be transmitted from dogs to other animals 
or human beings. Histoplasmosis developed in three of five dogs 
while they were exposed to eight dogs naturally infected with 
histoplasmosis. The three dogs gave negative reactions to the 
histoplasmin skin test before exposure to infected animals but 
showed histoplasmin reactivity within two to five months after 
exposure. No evidence of histoplasmosis was found in two dogs 
exposed to the animals with naturally occurring disease as well 
as to nine dogs with artificially induced histoplasmosis. Five 
dogs kept in a kennel with a dog found to have active histo- 
plasmosis showed no evidence of the disease. In a group of 25 
human household contacts of dogs with active histoplasmosis, 
there was-no indication that any had the active disease. None 
of the eight laboratory workers showed evidence of active histo- 
plasmosis after prolonged exposure to dogs with both naturally 
occurring and artificially induced histoplasmosis, although five 
had positive skin reactions. No evidence was found in this study 
suggesting the transmission of canine histoplasmosis to man, 
but its communicability from dog to dog was established. The 
dog should still be considered a potentially dangerous source 
of human histoplasmosis, because it has been demonstrated that 
the fungus can be disseminated via sputum, saliva or vomitus, 
feces, and urine. 


American Surgeon, Atlanta, Ga. 
17:271-370 (April) 1950 

Argument for Radicalism in Cancer Surgery. G. T. Pack.—p. 271. 

Clinical Aspect of Hematemesis. L. M. Howell.—p. 279. 

Traumatic Rupture of Liver. K. C. Sawyer, W. R. Coppinger and R. G. 
Witham.—p. 289. 

Surgical Treatment of Aortic Thrombosis. W. F. Becker.—p. 299. 

Meckel’s Diverticulum. H. E. Houston.—p. 305. 

Surgical Treatment of Intracranial Aneurysms. W. F. Meacham.—p. 311. 

Present Status of Surgical Therapy of Gastric and Duodenal Ulcer. 
H. W. Mayo Jr.—p. 316. 

Problems of Treatment of the Severely Burned. T. G. Blocker Jr. 
—p. 323. 

Chronic Leg Ulcers. H. A. Burnett.—p. 331. 

Unusual Gastrointestinal Fistulae. J. D. Olson.—p. 335. 

Cervical Spine Nerve Root Pain. L. M. Overton.—p. 343. 

Treatment of Extensive Burns. H. R. Yandell.—p. 351. 
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Annals of Allergy, Minneapolis 
9:133-280 (March-April) 1951 

Hypothesis on Physiochemical Pathogenesis of Hypersensitivity States and 
Collagenous Diseases. S. H. Jaros.—p. 133. 

Unlabeled Allergenic Constituents of Commercial Foods and Drugs: 
Critique of the Food, Drug and Cosmetic Act. T. G. Randolph.—p. 151. 

Herpes Gestationis: Case Report. M. A. Green.—p. 166. 

Snake Venom (Ancistrodon Piscivorus) in Treatment of Chronic Urticaria. 
V. L. Cohen.—p. 173. 

Possible Significance of Scoliosis of Spine in Causation of Asthma and 
Allied Allergic Conditions. D. O’Donovan.—p. 184 

Serum Protein Values in Infants Fed Soya-Bean Milk. S. D. Sternberg 
and J. J. Greenblatt.—p. 190. 

Cow’s Milk Allergy in Infants. N. W. Clein.—p. 195. 

Effect of Antihistamine Medication on Tuberculin Reaction in Adults. 
A. Oliveira Lima and G. Rocha.—p. 205. 

Clinical Observations with Clopane in Asthma, Hay Fever and Allergic 
Rhinitis. F. J. Gouze.—p. 208. 

Unusual Case of Multiple Dermal Allergies. H. E. Diamond.—p. 210. 

Allergy in Otology. H. A. Kuhn.—p. 213. 

Treatment of Rhus Dermatitis: Clinical Comparison of Two Injectable 
Antigens. C. P. St. Amant Jr.—p. 218. 

Correlation of Reactions to Scratch and Patch Tests in Patients with 
Atopic Dermatitis. F. A. Simon.—p. 220. 

Allergic Purpura Responding to Antihistaminic Therapy. T. J. Adams and 
J. D. Sacca.—p. 224. 

Ragweed Pollinosis (Hay Fever)—Public Health Problem in School Chil- 
dren: Preliminary Report. J. Glaser, A. D. Kaiser and S. C. Siegel. 


—p. 226. 
Folic Acid and Histamine. V. Traina.—p. 229. 
& 
Annals of Internal Medicine, Lancaster, Pa. 
34:849-1092 (April) 1951 

Occurrence of Symptoms of Sickle Cell Disease in Absence of Persistent 
Anemia. T. W. Green and C. L. Conley.—p. 849. 

Circulation Time (Arm to Tongue Time) in Large Pericardial Effusions: 
Aid in Differential Diagnosis Between Large Pericardial Effusion and 
Cardiac Dilatation. S. Bellet, C. S. Nadler and W. A. Steiger.—p. 856. 

*Clinical Study of Visceral Lesions and Endocrine Disturbances in Eight 
Cases of Diffuse Scleroderma. J. R. Gil.—p. 862. 


Congestive Heart Failure and —— Untoward Effects of Mer- 
curial Diuresis. D. Citron, B. Bercu, R. Lemmer and E. Massie. 


—p. 872. 

*Lymphangitic Carcinomatosis of Lungs: Six Case Reports and Review 
of Literature. T. E. Hauser and A. Steer.—p. 881. 

Parkinsonism and Rheumatoid Arthritis. R. O. Wallerstein.—p. 899. 

Prognosis in Idiopathic Thrombophlebitis. R. F. Ackerman and J. B. 
Estes.—p. 902. 

Diencephatic Epilepsy and aan Syndrome. H. Mandelbaum, 
S. D. Spatt and L. E. Fierer.—p. 911. 

Clinical Value of Unipolar Extremity (aV) Leads. M. ~~; whe 921. 

Clinical Value of Needle Biopsy of Liver. L. Schiff.—p 

***Alveolar-Cell” Carcinoma of Lung. H. I. McCoy.—p. 

Erythema Nodosum: Possible Significance of Associated Pulmonary Hilar 
Adenopathy. C. C. Johnson, N. O. Hanson and C. A. Good.—p. 983. 

ar ee en Clue to Ventricular Aneurysm. R. V. Ford and 

D. Levine.—p. 998. 

M. Krane and G. A. Perera. 

—p. 1017. 


Visceral Lesions and Endocrine in Scleroderma.— 
Six women and two men between the ages of 18 and 48 with 
diffuse scleroderma were studied from the clinical and labora- 
tory point of view. The following characteristic clinical changes 
were noted: involvement of the digestive tract with mucosal 
atrophy, absence of peristaltic movements and dilatation of the 
esophagus, stomach, and small bowel, with a rather character- 
istic small bowel syndrome; involvement of the cardiovascular 
system, with globular enlargement of the heart due to connec- 
tive tissue lesions and subsequent dilatation; electrocardiographic 
changes showing incomplete or complete right bundle branch 
block, or extensive auricular and ventricular myocardial lesions; 
heart failure with atypical manifestations, such as bradycardia 
and absence of edema in the sclerodermatous skin; joint mani- 
festations without characteristic radiographic changes and no 
evidence of chronic joint changes; bone decalcification of the 
parts in which mobility of the joints is diminished, and hypo- 
adrenalism, as judged by increased blood potassium, positive re- 
action to the Kepler test, low 17-ketosteroids, lymphocytosis, 
and disturbance of the protein, cholesterol, and carbohydrate 
metabolism. A hyaluronidase skin test was performed in three 
patients, and a large spreading of the enzyme was observed. 
This could be due to a diminished adrenal hormone elaboration. 
Three of the eight patients were subjected to a therapeutic trial 
with irradiated ergosterol. Three hundred thousand units were 
given daily by mouth to each patient, and, in addition, 500,000 
units were given intramuscularly twice a week. While no modi- 
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fication of the general condition or of the visceral lesions was 
observed, the scleroderma of the skin was much improved. The 
changes observed were softening of the skin, better joint move- 
ments, and, from the histopathological point of view, a decrease 
of the connective tissue proliferation. 


Lymphangitic Carcinomatosis of the Lungs.—The occurrence 
of lymphangitic carcinomatosis of the lungs is reported in six 
men between the ages of 46 and 71. Symptoms referable to the 
primary neoplasm were frequently absent, even up to the time 
of death. In some patients the symptoms due to the primary 
neoplasm were present but masked by the pulmonary symp- 
toms. The most striking and constant observation was severe 
dyspnea, which appeared to be progressive and constant. Cough 
occurred in five patients and was productive of only small 
amounts of white, tenacious, occasionally blood-tinged sputum 
in three patients. Other striking features were general physical 
deterioration and cyanosis. Examination of the lungs disclosed 
relatively few signs, usually medium rales or occasionally sibilant 
rales with no evidence of consolidation. Evidence of cor pul- 
monale was revealed by electrocardiograms in three of the 
patients. The occurrence of a spontaneous pneumcthorax in one 
patient was probably a result of a rupture of a subpleural bleb 
associated with compensatory emphysema. The roentgenograms 
of the chest revealed a pattern of thin, stringy lines with frequent 
interweaving branching out from the hilum. If such a roent- 
genogram is found with the above-mentioned symptoms, and 
miliary tuberculosis, fungous diseases, and occupational dis- 
eases are ruled out, lymphangitic carcinomatosis of the lung 
should be suspected. Sputum showed tumor cells in the two pa- 
tients with bronchogenic carcinoma and pulmonary alveolar car- 
cinoma respectively, although it is usually negative in carcinoma 
metastatic to the lungs. The method of spread of the neoplasm 
to the lymphatics of the lungs is probably by retrograde lym- 
phatic permeation, with the tumor cells growing along lymphatic 
channels. In three patients the spread was from primary car- 
cinoma of the stomach. Spreading of the tumor along the para- 
esophageal lymphatics thence through the hilar anastomoses into 
lung parenchyma as well as through a hematogenous route had 
been suggested. Necropsy was performed in all six cases and 
consistently showed fibrosing perivascular, vascular, and pul- 
monary changes regardless of the primary site of the carcinoma. 
These were of a degree sufficient to explain at Jeast in part the 
clinical findings. 


Alveolar-Cell Carcinoma of the Lung.—A man 60 and a woman 
31 with alveolar-cell carcinoma are reported on. Dyspnea and 
cough were observed in both patients, who died in respiratory 
distress. Conclusive evidence of a malignant neoplasm was re- 
vealed by cytological examination of the bronchial aspirates in 
the female patient. A four-day course of nitrogen mustard 
therapy (methyl-bis [beta-chloroethyl] amine hydrochloride, 1 
mg. per kilogram of body weight) was instituted, but it in no 
way altered the course of the disease. Necropsy in both cases 
revealed the characteristic microscopic findings of alveolar-cell 
tumors: In all lobes the lining of the alveoli varied from single- 
layered to pseudostratified and was made up of nonciliated cells 
varying from high cuboidal to columnar. The nuclei appeared 
hyperchromatic, large, and vesicular. The cells were pleo- 
morphic, and some contained several nuclei. Mitotic figures 
could be demonstrated. There were papillary projections into 
the alveoli and exfoliation of single or groups of tumor cells. 
The cytoplasm and nuclei of the desquamated cells assumed a 
round to oval form. Except for some thickening, the alveolar 
walls were for the most part unaltered. At the periphery of the 
lung, uninvolved alveoli were present. No involvement of the 
bronchial tree was noted. The tumor cells did not resemble cili- 
ated cells of bronchial epithelium. The site of origin is unex- 
plained. The male patient had worked for 37 yr. with a mixture 
of tar, linseed oil, glycerin, and glue, while the female patient 
had worked for two years with an unproved irritant, consisting 
of zinc oxide and rosin dust. Although not yet conclusive, the 
bulk of evidence suggests that an alveolar lining may proliferate 
and give rise to tumors in response to various specific agents. In 
both of the author’s cases the alveolar lesions could not be dif- 
ferentiated microscopically from so-called pulmonary adenoma- 
tosis. This resemblance has led to the suspicion that pulmonary 
adenematosis is potentially malignant or precancerous. The 
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striking morphological resemblance of pulmonary adenomatosis 
in man to jaagsiekte in sheep has been stressed. Pulmonary 
needle aspiration biopsy and cytological examination of sputum 
and bronchial washings are suggested as diagnostic measures. 


Bulletin of Johns Hopkins Hospital, Baltimore 


88:291-394 (April) 1951 


Studies in Respiratory Air Flow: III. Mechanics of Respiration in Dog 
as Reflected by Changes in Intraperitoneal Pressure. A. C. Woods Jr., 
D. F. Proctor, J. P. Isaacs and B. N. Carter II.—p. 291. 

Studies on Proteolytic Enzyme in Hume. Plasma: VI. Alterations in 
Plasma Fibrinogen and Proteolytic Activity in Pneumonia. O. D. Rat- 
noff.—p. 304. 

Retraction of Clots Formed from Purified Fibrinogen. C. E. Ellicott and 
Cc. L. Conley.—p. 321. 

Effects of ACTH and Cortisone on Antibodies in Human Beings. G. S. 
Mirick.—p. 332. 

Significance of Personal Problems in Understanding and Treatment of 
Iliness. G. C. Robinson.—p. 352. 

Ligation of Hepatic and Splenic Arteries in Treatment of Portal Hyper- 
ag with Report of Six Cases: Preliminary Report. W. F. Reinhoff 
r.—p. 368. 


California Medicine, San Francisco 
74:225-364 (April) 1951 

Western Equine and St. Louis Encephalomyelitis: Distribution and Histo- 
logical Nature of Central Nervous System Lesions. K. H. Finley and 
A. C. Hollister.—p. 225. 

Problem of the Poor Reader. A. Jampolsky.—p. 230. 

Hemorrhage of Late Pregnancy. R. G. Douglas, R. Landesman and J. T. 
Cole.—p. 233. 

New Position for Cholecystography (Kirklin). J. J. Wells.—p. 238. 

Psychosomatic Approach to the Climacteric. M. Ross.—p. 240. 

Experiences with Caudal Analgesia in Small Community Hospital. 
A. Manor.—p. 243. 

The Physician and Workmen’s Compensation Cases. P. Thurber, P. Thur- 
ber Jr. and W. I. Nesson.—p. 247. 

Perforated Gastric and Duodenal Ulcers: Analysis of 73 Cases. F. L. 
Gasparini and T. K. Hood.—p. 250. 

Intracranial Tumors Simulating Vascular Lesions of Brain: Preliminary 
Report. D. Hartson.—p. 253. 

Studies of “Antihistaminic’” Effect of Pyribenzamine Administered by 
Various Routes. P. Levan, T. H. Sternberg and D. J. Perry.—p. 256. 

“Slipped Elbow” of Young Children. T. C. McVeagh.—p. 260. 

Pterygia: Etiologic Theories, Methods of Treatment, and Results. R. E. 
Bartlett and C. S. Mumma.—p. 263. 

Medicine in the Talmud. A. Bernstein and H. C. Bernstein.—p. 267. 


Diseases of Chest, Chicago 
19:373-480 (April) 1951 


*Combined Effect of Potassium Iodide and Streptomycin on Far Advanced 
Chronic Pulmonary Tuberculosis. E. Woody Jr., H. E. Johnson, R. C. 
Avery and R. R. Crowe.—p. 373. 

Comparative Morphology of Acid-Fast Bacilli. D. W. Will, F. Bishop, 
E. Bogen, A. H. K. Djang and C. M. Carpenter.—p. 387. 

*Streptomycin and Artificial Pneumoperitoneum in Treatment of Pul- 
monary Tuberculosis. B. L. Brock.—p. 411. 

Early Major Surgery After Streptomycin in Treatment of Acute Pul- 
monary Tuberculosis. J. K. Newton, L. M. Shefts and M. B. Cohen. 
—p. 424. 

Streptomycin Para-Aminosalicylate in Treatment of Pulmonary Tuber- 
culosis. E. Dunner and W. B. Brown.—p. 438. 

Chest Survey in Large General Hospital. H. C. Ochsner.—p. 444. 

Cystic Disease of Lung. J. D. Murphy and J. D. Piver.—p. 454. 

Pulmonary Manifestations of Systemic Diseases. J. W. Middleton.—p. 473. 


Potassium Iodide and Streptomycin.—Fifty-eight patients with 
far-advanced pulmonary tuberculosis with long-standing cavi- 
tation were selected for treatment. None had received strepto- 
mycin previously, and all had positive sputum at the beginning 
of treatment. Twenty-three patients received streptomycin alone 
for a period of 120 days, and 35 received combined treatment 
with streptomycin and potassium iodide over a similar period. 
Streptomycin was administered intramuscularly in a single in- 
jection of 1 gm. daily to each patient of both groups. Patients 
in the combined therapy group received, in addition, a total of 
4 gm. of potassium iodide daily orally, administered in solution 
in three equal doses morning, noon, and night. All patients were 
restricted to complete bed rest and received a high protein, high 
carbohydrate diet. No evidence was found of any significant 
differences in temperature, pulse, respiration, erythrocyte count, 
or total or differential leukocyte count between the controls and 
the group receiving combined therapy. Four of the 23 patients 
in the control group and seven of the 35 in the combined therapy 
group ended the treatment period with three consecutive nega- 
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tive sputum examinations. Streptomycin-resistant c~~ anisms 
emerged in about half the cases between the 60th and ¢ uth day, 
and by the end of the treatment period in all but six patients 
organisms had developed that were resistant to streptomycin in 
concentrations of 10 y per cubic centimeter. Three of these six 
patients were in the control group; the other three were in the 
combined therapy group. Significant roentgenographic and nutri- 
tional changes were noted infrequently in the control group. 
Much improvement was noted in both chest roentgenogram 
changes and in weight in the combined therapy group. No evi- 
dence was found that potassium iodide was harmful in tuber- 
culosis when administered in conjunction with streptomycin. The 
small cavities in the lungs of five patients receiving streptomycin 
and potassium iodide closed ~completely. For this reason it is 
believed that in selected cases this treatment may avert the need 
for surgical collapse therapy. Moreover, certain far advanced 
inoperable patients may be salvaged and made more suitable for 
surgical intervention. 


Streptomycin and Artificial Pn it —Treatment 
with streptomycin and pneumoperitoneum combined and with 
pneumoperitoneum alone was given to 117 patients with far- 
advanced pulmonary tuberculosis. In 11 patients, seven treated 
with the combined therapy and four with pneumoperitoneum 
alone, therapy was discontinued after an average of 2.2 mo. be- 
cause it was ineffective or because the patient was lost to obser- 
vation. Of the remaining 106 patients, 20 were treated in 
preparation for surgery and 86 had conservative treatment only. 
In the first group, 13 received the combined treatment and seven 
received pneumoperitoneum alone; in the second group, about 
half received the combined treatment and half received pneumo- 
peritoneum alone. Before therapy, the patients being prepared 
for surgery had bilateral disease and an exudative component 
that precluded pneumothorax or any form of major surgery. 
After therapy, none of them had negative sputum and all but 
one had open cavities; however, all had some roentgenological 
clearing. Of the patients not being prepared for surgery, 77% 
had closed cavities after pneumoperitoneum alone and 80% 
had sputum conversion. In the combined therapy group, only 
62% had closed cavities and 61% had negative sputum after 
treatment; however, in this group the disease was originally 
more exudative. It is concluded that the length of treatment with 
pneumoperitoneum is important in determining the eventual 
outcome of the case but the extent and character of the disease 
at the beginning of treatment are the deciding factors. The role 
of streptomycin and pneumoperitoneum in the restoration of 
the damaged drainage mechanism of the lung are discussed. 


Gastroenterology, Baltimore 


17:327-478 (March) 1951 


Portal Cirrhosis: Analysis of 208 Cases, with Correlation of Clinical, 
Laboratory and Autopsy Findings. R. Armas-Cruz, R. Yazigi, O. Lopez 
and others.—p. 327. 

*Psychotherapy of Ulcerative Colitis. J. Groen and J. Bastiaans.—p. 344. 

Management of Massive Hemorrhage from Peptic Ulcer. A. R. Higgins 
and H. C. Barton Jr.—p. 353. 

*Local and Systemic Effects of Cream on Blood Coagulation: Physiological 
Basis for Early Feeding in Gastrointestinal Bleeding. J. M. Waldron, 
B. Beidelman and G. G. Duncan.—p. 360. 

Megacolon and Dilatation of Small Bowel in Parkinsonism. A. Lewitan, 
L. Nathanson and W. R. Slade Jr.—p. 367. 

Regional Enteritis in Cuba. L. Falla, R. Albacete and P. Leon.—p. 375. 

Splanchnicectomy: Its Clinical Effects on Gastrointestinal Tract. J. R. 
Ross and M. P. Brolsma.—p. 389. 

Excretion in Bile of Urobilinogen Administered Orally and Parenterally. 
J. D. Mann and R. D. Koler.—p. 400. 

Studies on Lysozyme as Etiologic Agent in Ulcerative Colitis. W. F. 
Nickel Jr., G. M. Gordon and W. D. Andrus.—p. 406. 

Possible Role of Pancreatic Enzymes in Etiology of Ulcerative Colitis. 
M. Lake, W. F. Nickel Jr. and W. D. Andrus.—p. 409. 


Psychotherapy of Ulcerative Colitis——Because the emotional 
state of the patient is important in the course of ulcerative colitis 
the authors treated 12 male and 17 female patients with this 
disease by a supportive form of psychotherapy. Eighteen of the 
29 cases were rated severe and 11 moderately severe. After a 
control period of at least 10 days, during which the patients 
were treated with bed rest and, if necessary, with rehydration and 
blood transfusions, psychotherapy was started. Psychoanalysis 
was not used in these cases. The authors explained to the patients 
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that they were engaged in a study of relationships between life 
situations and disease in general. Most patients were eager to co- 
operate in this study. The patient was given an opportunity to 
discharge his aggressive feelings and he was given constant sym- 
pathy and protection, so that he might reassert himself. Improve- 
ment of social conditions and change in the attitude of parents, 
marriage partners, or employers also had a favorable effect on 
the course of the disease. The realization on the part of the medi- 
cal and nursing staff that patients with ulcerative colitis are im- 
mature persons who should be treated as such and that the 
disease itself has contributed to their regression into more infan- 
tile feelings and behavior patterns has been important in obtain- 
ing satisfactory results. Fourteen of the 29 patients were clinically 
cured at the time of discharge. Temperature and sedimentation 
rate were normal, the bowel movements reduced to one or two a 
day, and the stools free of pus or mucus and of solid or semisolid 
consistency. X-ray findings did not return to normal, but the 
patients remained clinically cured for periods varying from one 
to nine years. Eight patients returned for one or more recur- 
rences after initial cure. All these recurrences yielded to treat- 
ment, along the same lines. In general, the success of treatment 
depended on the duration of the illness before psychotherapy 
was instituted, on the physical condition of the patient on ad- 
mission, the time and care the physician was prepared to give 
him, and the cooperation obtained from those in the patient's 
environment. This type of “superficial” psychotherapy could be 
carried out as well by an internist as by a psychiatrist, provided 
that he is sufficiently interested. The results compared favorably 
with those obtained by certain forms of medical or surgical 
treatment. 


Effects of Cream on Blood Coagulation.—Thirty patients who 
were routinely admitted to the hospital fasted for 12 hr. before 
a first sample of blood was collected by venipuncture for measur- 
ing the venous clotting time; then they were fed 60 ml. of 20% 
cream from cow’s milk. The clotting time of whole venous blood 
was then measured at one-half hour, one, two, and three hours 
after ingestion of the cream. Control experiments, in which 60 
ml. of water was used in place of the cream, were performed 
for determination of the normal fluctuations of the rate of co- 
agulation over a four hour period with repeated venipunctures. 
Within one-half hour after the oral ingestion of cream the clot- 
ting time of whole venous blood was definitely decreased; the 
decrease occurred within one-half hour and reached a maximum 
in one hour persisting with minor fluctuations for the three hour 
observation period. A total of 100 patients were studied for vary- 
ing periods with similar results. Subsequently, dilution of normal 
fasting blood with 10% cream in 0.85% isotonic sodium chloride 
solution produced a great drop in coagulation time. This suggests 
that cream may have a local hemostatic effect. In addition it may 
be expected to inhibit gastric motility, depress secretion, and act 
as a buffer on gastric acid. The early feeding of milk and cream 
in gastrointestinal bleeding would appear to be justified on a 
physiological basis. 


Georgia Medical Association Journal, Atlanta 


40:95-156 (March) 1951 


Prolapse of Gastric Mucosa. A. P. McGinty.—p. 95. 

Facial Angiomas Associated with Brain Tumor Calcification. J. J. Clark 
and R. M. Tankesley.—p. 99. 

Management of Ambulant Arthritic Patient. A. M. Pruce.—p. 101. 

Headaches. E. R. Cook.—p. 104. 

Proctoscopy in Diagnosis of Amebiasis. J. S. Schroder.—p. 107. 

Aureomycin and Antihistamines in Treatment of the Common Cold. 
C. H. Chen and R. B. Dienst.—p. 109. 

Problem of Gout. G. R. Dillinger.—p. 114. 

Management of Pink Eye. W. P. Rhyne.—p. 118. 


Geriatrics, Minneapolis 
6:73-142 (March-April) 1951 


Lecithin in Development and Prevention of Atherosclerosis. O. J. Pollak. 
—p. 73. 
Sponge Biopsy in Screening for Uterine Cancer. B. L. Cinberg.—p. 81. 
Morbid Anatomy of Old Age. T. H. Howell and A. P. Piggot.—p. 85. 
Early Diagnosis and Management of Gout. F. D. Suttenfield.—p. 96. 
Common Problems in Geriatric Surgery. L. Carp.—p. 100. 

Hospital Care Goes Home. E. D. Rosenfeld, S. Eger, J. Axelrod and 

Margolin —p. 112. 
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Journal Clin. Endocrinology, Springfield, Il. 
11:343-454 (April) 1951 


Linear Growth Responses of Boys to Prolonged Treatment with Chorionic 
Gonadotropin. G. B. Dorff and I. M. Hudson.—p 343. 

Distribution of Chorionic Gonadotropin in Mother and Fetus at Various 
Stages of Pregnancy. J. A. Bruner.—p. 360. 

*Prolonged Treatment of Case of Periarteritis Nodosa with ACTH: Effec- 
tive Dose as Measured by Metabolic Balances. M. H. Levin, W. S. 
Adams, W. S. Beck and others.—p. 375. 

Response of Patients with Bronchial Asthma to Epinephrine and to 
Adrenocorticotropic Hormone. D. Hioco, M. Samter, R. M. Kark and 
W. R. Best.—p. 395. 

Metabolism of Ethinyl Estradiol in Man. B. F. Stimmel and J. A. May. 


408. 

Studies on Conversion of Testosterone to Urinary 17-Ketosteroids in 
Normal Human Males and Males with Hepatic and Other Diseases. 
W. W. Engstrom, P. L. Munson, L. Cook and P. J. Costa.—p. 416. 

Studies of Metabolism of Testosterone in Normal Women in Different 
Phases of Menstrual Cycle. W. W. Engstrom and P. L. Munson. 
—p. 427. 

Iodine Vapor Stained Vaginal Smear: Its Use in Office Practice. H. W. 
Jones Jr. and L. M. Hurxthal.—p. 434. 


Periarteritis Nodosa: Late Results with ACTH.—Metabolic 
studies of the effect of pituitary adrenocorticotropic hormone 
(ACTH) in a patient with periarteritis nodosa were continued 
for 145 days. Clinical and pathological remission occurred. 
Cure was not effected, but pronounced physical improvement 
has been sustained for 14 months. The eosinophils decreased 
dramatically with pituitary adrenocorticotropic hormone and 
disappeared from the peripheral blood after 48 hours. They did 
not reappear until two days after discontinuance of therapy. 
Changes in the eosinophil count were correlated closely with 
metabolic effects and clinical progress. The hormone had a pro- 
nounced catabolic effect on nitrogen balance; administration 
of 40 mg. daily produced a strongly negative nitrogen balance 
while the patient was on a maintenance diet; this dosage was 
also sufficient to negate completely the marked nitrogen reten- 
tion induced by a high protein, high caloric diet. Evidence is 
presented that this effect was due to the hormone and not merely 
to repletion of body protein. There was temporary moderate 
retention of sodium and chloride during the first days of each 
course of pituitary adrenocorticotropic hormone therapy, fol- 
lowed by an escape from adrenal cortical control, as evidenced 
by reestablishment of equilibrium. The effect of pituitary 
adrenocorticotropic hormone on potassium was in most respects 
opposite to that on sodium and chloride. An early potassium 
diuresis occurred while salt was being retained, followed by 
potassium retention and then a gradual increase in urinary ex- 
cretion until the balance became distinctly negative. Pituitary 
adrenocorticotropic hormone caused a definite increase in fecal 
and urinary loss of calcium and phosphorus. Once full effect 
was Obtained by 40 mg. of the hormone per day, successive 
decrements in dosage were not accompanied by proportionate 
decreases in the excretion. The metabolic responses to the hor- 
mone were similar to those observed in normal persons. The 
authors conclude that maintenance of adequately high levels of 
adrenal cortical function with relatively smaller amounts of 
pituitary adrenocorticotropic hormone seems feasible after the 
gland has been stimulated with sufficiently large priming doses. 


Journal of International College of Surgeons, Chicago 
15:391-530 (April) 1951 


Multiple Visceral Resections. D. Sauer and V. T. Houston.—p. 391. 

Diagnosis and Surgical Treatment of Cervical Lesions of Intervertebral 
Disc. E. Walker, W. W. Moore and J. R. Simpson.—p. 411. 

Exclusion Resection (Finsterer) for Nonresectable Duodenal Ulcers. 
A. Plenk and H. Schrom.—p. 419. 

Splanchnicotomy for Prevention and Treatment of Urologic Disturbances 
in Diseases of Spinal Cord. V. K. Boshamer.—p. 424. 

Pitfalls to be Avoided in Thyroidectomy: Triangle for Localization and 
Protection of Recurrent Nerve. M. M. Simon.—p. 428. 

Tumors of Jaws. G. E. Ward and J. W. Hendrick.—p. 443. 

Etiology of Strictures Occurring After Prostatic Operations. M. L. Brodny 
and S. A. Robins.—p. 459. 

Problem of “‘Biceding Nipple.’’ M. Cutler.—p. 472. 

Ureterovaginal Fistula. G. J. Thompson and V. S. Counseller.—p. 479. 

Relation of Cellular Oxidation to Cancer. G. Williams.—p. 488. 

Metallic Femoral Head Prosthesis for Hip Joint. E. D. McBride.—p. 498. 


J.A.M.A., July 28, 1951 


Journal of Nervous and Mental Disease, New York 
113:283-376 (April) 1951 


Review of Electrocardiographic Changes in Emotional States: With Clini- 
cal Note on Electrocardiograms of 193 Psychotic Patients. G. E. Blom. 
—p. 283. 


Physiologic Observations on Spinal Cord Function in Paraplegics. R. A. 
Kuhn.—p. 301. 


Part I. Migraine as Form of Neurasthenia. M. Gans.—p. 315. 
Sexual Behavior After Lobotomy. J. Levine and H. Albert.—p. 332. 
Contested Wills. W. G. Eliasberg.—p. 342. 


Journal of Neurosurgery, Springfield, Ill. 

8:135-246 (March) 1951 
Charles Harrison Frazier: Tangibles and Intangibles. F. C. Grant. 
elias Aspects of Cryptococcosis. C. A. Carton and L. A. Mount. 
neat nies of Psychomotor Type: Preliminary Report of Observations 


on Effects of Surgical Therapy. J. R. Green, R. E. H. Duisberg and 
W. B. McGrath.—p. 157. 


Méniére’s Disease and Its Surgical Treatment: Report of 300 Cases. 
F. Castellano.—p. 173. 

Metastatic Hypernephroma of Brain from Neurosurgical Point of View: 
Report of 19 Cases. T. P. Stértebecker.—p. 185. 

Experimental Application of Ultrasonics to Localization of Brain Tumors: 
Preliminary Report. L. A. French, J. J. Wild and D. Neal.—p. 198. 
Treatment of Obstructive Hydrocephalus by Puncture of Lamina 

Terminalis and Floor of Third Ventricle. J. E. Scarff.—p. 204. 


8:247-354 (May) 1951 

Walter E. Dandy—Surgeon (1886-1946). E. Campbell.—p. 249. 

*Acute Subdural Haematoma. J. W. Chambers.—p. 263. 

Notes on Collateral Cerebral Circulation as aang gy by Carotid 
Angiography. A. Torkildsen and K. Koppang.—p. 269 

Tracer Studies with Radioactive Phosphorus (P*) on Absorption of Cere- 
brospinal Fluid and Problem of Hydrocephalus. J. E. Adams.—p. 279. 

Studies in Neurosurgical Electroencephalography: I. Standard Electrode 
Placement. B. D. Wyke.—p. 289. 

Catabolic Effect of Craniotomy and Its Investigative Treatment with 
Testosterone Propionate. I. S. Cooper, E. H. Rynearson, C. S. Mac- 
Carty and M. H. Power.—p. 295. 

Evaluation of Technic and Results of Radioactive Di-lodo-Fluorescein 
Test for Localization of Intracranial Lesions. M. Ashkenazy, L. Davis 
and J. Martin.—p. 300. 


Acute Subdural Hematoma.—Any patient seen in the emergency 
ward after head trauma who shows progression in neurological 
changes and deepening of the state of unconsciousness requires 
exploratory trephination immediately, so that the actual bleed- 
ing points may be found and sealed off. It has been the author’s 
experience in cases of massive acute subdural hematoma that 
the bleeding has originated at the base rather than the vertex. 
In the presence of clots large enough to cause signs and symp- 
toms by compression, the bleeding is usually from the inferior 
cerebral veins running from the inferior surface of the temporal 
and occipital lobes to the transverse sinus, sphenoparietal sinus, 
and superior petrosal sinus. These veins may be lacerated or 
even torn from the sinus, with severe, rapid bleeding. The 
author’s operative approach permits rapid accessibility to the 
commonly involved vessels. Two cases of acute subdural hema- 
toma following automobile accidents are reported in which this 
more posterior approach was used. A curved incision is carried 
posteriorly above and behind the ear and, depending on the 
patient’s condition and the rapidity of blood loss, a small bone 
flap is turned down, hinged on the temporal muscle, when speed 
is less important, while the muscle is stripped downward from 
the bone and the bony defect rapidly enlarged with the rongeurs 
in cases in which speed is essential. Bleeding from veins or 
sinuses is stopped by cautery, absorbable gelatin sponge, (gel- 
foam®), and thrombin solution. The dura is left open to permit 
postoperative decompression. The muscle is closed over the 
bony defect. No cranioplasty was considered necessary at a 
later date in these cases. A certain number of patients with 
acute subdural hemorrhage have little or no brain damage other 
than secondary to compression by clot. With immediate action 
and in some cases with the outlined modified operative approach 
many of these patients can be saved. 
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J. Pharmacology & Exper. Therap., Baltimore 
101:243-316 (March) 1951 


Analysis of Actions of Acetylcholine, Atropine, Epinephrine and Quini- 
dine on Heart Muscle of Cat. J. R. DiPalma and A. V. Mascatello. 
—p. 243. 

Studies on Urinary, Fecal and Biliary Excretion of d,l Methadone by 
Countercurrent Distribution. E. L. Way, B. T. Signorotti, C. H. March 
and Chin-Tzu-Peng.—p. 249. 

Some Aspects of Metabolism of Codeine in Rat. M. E. Latham and 
H. W. Elliott.—p. 259. 

Trypanocidal Activity and Arsenic Content of Rat Blood Following Intra- 
venous Administration of Oxophenarsine Hydrochloride. L. Peters and 
H. N. Wright.—p. 2 

Absorption and Distribution of Salicylamide. V. P. Seeberg, D. Hansen 
and B. Whitney.—p. 275. 

Renal Response to Thyroxin Administration. C. A. Handley, J. H. Moyer, 
O. Kennedy and P. Costa.—p. 283. 

Metabolism of Heart in Relation to Drug Action: VI. Metabolic Actions 
of Quinidine on Rat Heart Muscle. J. L. Webb, P. R. Saunders and 
K. Nakamura.—p. 287. 

Renal Clearance of Barbital and Mechanism of Its Reabsorption. A. Gi- 
otti and E. W. Maynert.—p. 296. 

Role of Vagus Nerves in Depressor Action of ae Derivatives. 
J. W. Stutzman, H. Simon and G. L. Maison.—p. 3 

Estimation of Antipyretic Activity of Cinchoninic Acid re T. H. 
Maren.—p. 313. 


Journal of Thoracic Surgery, St. Louis 
21:325-432 (April) 1951 


Use of Streptoki Streptod in Treatment of Chronic Empyema: 
With Interpretive Discussion of Enzymatic Actions in Field of Intra- 
thoracic Diseases. W. S. Tillett, S. Sherry and C. T. Read.—p. 325. 

Serum Protein Levels and Calculated Osmotic Pressures in Tuberculosis: I. 
age om of These Values with Severity of Disease. R. M. Eaton, 
J. V. Sherwood, P. L. Kendrick and others. 342. 

‘jetacnc Adenoma: Nomenclature and Present Methods of Treatment. 
R. D. Doty.—p. 349. 

Bronchial Adenoma in Supernumerary Tracheal Lobe: Report of Unusual 
Case. I. Epstein.—p. 362. 

Review of Surgically Treated Lung Abscess. L. H. Bosher Jr.—p. 370. 

Bronchoscopy in Treatment of Spontaneous and Traumatic Pneumothorax 
M. Rubin and E. H. Rubin.—p. 377. 

Pulmonary Artery in Bronchiectasis. W. G. Gobbel Jr., J. Gordon and 
G. J. Digman.—p. 385. 

Liver Herniation Simulating Intrathoracic Tumor. C. G. Child III, G. S. 
Harmon, C. T. Dotter and I. Steinberg.—p. 391. 

Unusual Diaphragmatic Hernia with Displaced Liver. L. F. Knoepp. 
—p. 394, 

Homotransplantation of Tracheal Segments Preserved by Lyophilization: 
Experimental Study. A. G. Marrangoni.—p. 398. 

Bronchiogenic Neoplasm Masquerading as Alveolar Cell Carcinoma: With 
Report of Case Clarified Only by Autopsy. W. L. Potts and H. B. 
Davidson.—p. 402. 

Lateral Costal Branch of Internal Mammary Artery. B. N. a? 421. 

Anesthetic Explosions: Case Report. M. G. Buckles.—p. 426 


Bronchial Adenoma.—Four cases of bronchial adenoma are dis- 
cussed. Attention is called to the confusion resulting from the 
use of varying and nondescript nomenclature. It is suggested 
that “adenoma” be reserved for the group as a whole and that 
“carcinoid adenoma” and “mixed tumor adenoma” be exclu- 
sively subclassifications. The term “cylindroma” should be dis- 
carded. Until 1937 little question was raised regarding the 
supposedly benign nature of these lesions, and major surgical 
procedures were undertaken only when necessitated by compli- 
cations. Since then various improvements in surgical techniques 
and methods of treatment and the continual reports indicating 
malignant characteristics in these lesions have demonstrated 
that surgical exploration, usually with resection, should be the 
preferred method of treatment. If the tumor invades at all, then 
only rarely will it be possible to remove it bronchoscopically 
with certainty that it has been adequately removed. Only surgi- 
cal exploration can offer clear evaluation of the condition and 
permit definitive treatment, because the bronchial adenoma ex- 
tends or metastasizes peribronchially and to the mediastinum. 
The authors conclude that in the majority of cases surgical ex- 
ploration with lobectomy or pneumonectomy and removal of 
mediastinal nodes, where indicated and possible, is the procedure 
of choice. In any patient suffering from repeated episodes of 
pulmonary inflammation, chronic cough, and hemoptysis, with- 
out adequate explanation, bronchial adenoma should be sus- 
pected and ruled out. 
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Maine Medical Association Journal, Portland 


42:113-132 (April) 1951 


Report of Case of Hyperinsulinism. W. F. Mahaney.—p. 113. 

Aneurysm of Left Cardiac Ventricle. C. L. Holt.—p. 117. 

Idiopathic Dilatation of Esophagus (Achalasia, Cardiospasm): Report of 
Case. S. F. Fox.—p. 120. 


Hypersplenism:, Unusual Case of Splenic Pancytopenia Secondary to 
Gaucher’s Disease in Adult. W. C. Burrage.—p. 124. 


Military Surgeon, Washington, D. C. 
108:287-368 (April) 1951 

Spatial Disorientation in Flight. A. Graybiel.—p. 287. 

Rupture of Colon Due to Compressed Air, with Particular Reference to 
Character of Lesion. R. L. Waugh and F. C. Leonard.—p. 294. 

Flight Nursing. W. Graham.—p. 302. 

Medical Aspects of Naval Air Reserve. R. B. Phillips.—p. 304. 

Bacteriology of Eye Infections in the Mid-West, U. S. A. R. I. Pritikin, 
M. L. Duchon and H. S. Farmer.—p. 309. 

Flexible Shaft Motor for Endaural and Other — Surgery with 
Report of Illustrative Cases. K. Sommers.—p. 313 

Cushing’s Syndrome Associated with Adenoma of Adrenal Cortex. J. T. 
Rush and J. H. Forsee.—p. 319. 

Subsequent Report on Dramamine: Prophylactic and Therapeutic Control 
of Motion Sickness and Vestibular Disturbances. L. N. Gay.—p. 324. 
Occupational Therapy’s Part in Rehabilitation of Chronic Neurological 

Patient. M. D. Clarke.--p. 331 


Missouri State Medical Assn. Journal, St. Louis 
3265-348 (April) 1951 
Treatment of Fractures of Femoral Shaft with Medullary Nail. F. C. 


Reynolds.—p. 281. 
Pitfalls in Management of Nodular Goiter. R. W. Bartlett.—p. 285. 


New England Journal of Medicine, Boston 
244:537-576 (April 12) 1951 
Effect of Ileostomy and Colectomy on Personality Adjustment of Patients 
with Ulcerative Colitis. B. V. White.—p. 537. 
Follow-Up Study of Lung-Cancer Suspects in Mass Chest X-Ray Survey. 
C. L. Scamman.—p. 541. 


*Cat-Scratch Fever: Disease Entity. W. E. R. Greer and C. S. Keefer. 
—p. 545. 

*Severe Hypoprothrombinemia Following Propylthiouracil Treatment of 
Thyrotoxicosis. C. G. Craddock Jr., D. Shotton, C. L. Crockett and 
B. S. Leavell.—p. 549. 

Medicine as Science: Roentgenology. M. C. Sosman.—p. 552. 


Cat-Scratch Fever.—The occurrence of cat-scratch fever is re- 
ported in a man 36, who two weeks before admission to the 
hospital awakened to find his cat licking the left side of his neck 
in an area containing two pimples. He was scratched on the 
right hand at about the same time. Ten days before admission 
the patient noted a painless swelling of a lymph node on the left 
side of his neck, which increased to the size of a hen’s egg. The 
temperature rose to 102 F., and a pinkish macular rash that 
gradually developed into small vesicles was noted over the 
extensor surfaces of the patient’s arms. Nose and throat cul- 
tures were negative for pathogenic agents as were tularemia 
agglutination tests. The patient’s cervical lymph node spontan- 
eously drained on the fourth hospital day. It was cultured, a 
skin antigen prepared from the material by the classic Frei pro- 
cedure, and 0.1 cc. was injected intradermally. A positive re- 
action was noted at 24 and 48 hr. Six control patients showed 
no reaction to intradermal injection of this material. An intra- 
dermal injection of 0.1 cc. of an antigen prepared by Foshay 
from a former cat fever patient’s bubo was given to the patient, 
and a positive reaction was observed at 24 hr. The reaction was 
maximal at 48 hr. and persisted for a few days. The antigen 
was tested on six control patients; no reaction was noted. These 
resulis seem to indicate a high specificity of this antigen. The 
term cat-scratch fever was coined by Foshay of Cincinnati for 
the disease characterized by a history of domestic cat scratches 
followed by a systemic infection with malaise and fever in which 
the brunt of the infection is borne by the lymph nodes. Occa- 
sionally, lesions similar to exanthems or erythema nodosum may 
occur. The infective agent has never been isolated but is appar- 
ently a virus; it is present in the pus from lymph nodes involved 
and produces a specific skin reaction when made into an antigen. 
No specific therapy is yet indicated. 
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Hypoprothrombinemia Following Propylithiouracil Treatment.— 
Severe hemorrhagic diathesis appeared during the course of 
propylthiouracil treatment for thyrotoxicosis in a girl 16. The 
fundamental defect was transient, pronounced prolongation of 
the prothrombin time. The prothrombin deficiency occurred as 
an isolated phenomenon without evidence of liver damage or 
depression of white blood cells. The actual deficiency proved to 
be mainly one of accelerator globulin. Treatment with fresh 
human serum caused a fall in prothrombin time and cessation 
of hemorrhage. The hemorrhagic tendency was controlled with 
fresh serum and blood, and a subtotal thyroidectomy was suc- 
cessfully carried out. The temporary nature of the hypopro- 
thrombinemia in the absence of a disturbance of hepatic function 
strongly suggests the type of reaction due to drug intoxication. 
No previous incident of isolated prothrombin deficiency with- 
out other signs of hepatic damage has been noted after the use 
of thiourea derivatives. 


Oklahoma State Medical Assn. J., Oklahoma City 
44:123-162 (April) 1951 

Some Misconceptions of Gastro-Intestinal Tract in Children. J. S. Bous- 
log.—p. 126. 

NPH Insulin. K. M. West.—p. 132. 

Cross-Eyed Child. A. N. Lemoine Jr.—p. 135. 

Flexion Treatment of Low Back Pain. W. L. Waldrop and H. B. Shorbe. 
—p. 13 


Pediatrics, Springfield, Ill. 
7:457-606 (April) 1951 
*Nephrotic Syndrome: Effect of Adrenocorticotrophic Hormone. C. M. 
Riley.—p. 457 

Response of Serum Hyaluronidase Inhibitor and Mucoproteins to Adreno- 
corticotropic Hormone in Rheumatic States: Mucolytic Enzyme Systems 
XV. F. H. Adams, V. C. Kelley, P. F. Dwan and D. Glick.—p. 472. 

Studies on Laboratory Diagnosis of Cystic Fibrosis of Pancreas: Positive 
Gelatin Film Tests Due to Gelatin-Liquefying Bacteria in Feces and 
Duodenal Juice. D. E. Johnstone and E. Neter.—p. 483. 

Studies in Steatorrhea: Effect of Level of Dietary Fat upon Absorption 
of Fat and Other Foodstuffs in Idiopathic Celiac Disease and Cystic 
Fibrosis of Pancreas. A. W. Chung, S. Morales, S. E. Snyderman and 
others.—p. 491. 

Galactosemia: Report of Four Cases. G. N. Donnell and S. H. Lann. 
—p. 503. 

Hyperpotassemia and Body Water Distribution in Anuric Child. R. 
Schwartz, E. J. Tomsovic and I. L. Schwartz.—p. 516. 

Effect of Tetraethylammonium Chloride (Etamon Chloride) on Muscle 
Spasm in Poliomyelitis. D. N. Walcher, J. R. Scott and F. C. Ekstam. 
—p. 524. 

Hypertension in Poliomyelitis with Respiratory Paralysis: Report of Pro- 
tracted Case with Necropsy Findings. L. W. Sennett, M. A. Perlstein, 
M. B. Andelman and others.—p. 529. 

Pneumatosis Intestinalis: Review of Literature with Report of 13 Cases. 
E. P. MacKenzie.—p. 537. 

*Outbreak of Aerobacter Infections on Infants’ Wards. M. H. D. Smith, 
C. G. Loosli aad M. H. Ritter.—p. 550. 

Safety Apparatus for Intravenous Therapy. J. P. Fletcher.—p. 563. 

Plasma and Erythrocyte Chemistry of Normal Infant from Birth to Two 
Years of Age. R. R. Overman, J. N. Etteldorf, A. C. Bass and G. B. 
Horn.—p. 565. 

Volumetric and Microscopic Pattern of Bone Marrow in Normal Infants 
and Children: I. Volumetric Pattern. P. Sturgeon.—p. 577. 


Corticotrophin in Nephrotic Syndrome.—Fourteen patients aged 
less than 16 with the nephrotic syndrome were treated with 
corticotrophin (ACTH). All showed the classic features of 
anasarca, hypoproteinemia, massive proteinuria, and hyper- 
cholesterinemia. The drug was administered intramuscularly in 
doses of 60 mg. daily in four divided doses of 15 mg. every six 
hours, for four to six days. Five patients given eight courses 
showed complete clearing of edema in seven instances, one pa- 
tient showing no response to a second course. Four patients given 
six courses showed significant but incomplete clearing of edema 
each time. Five patients showed no clinically significant response 
to seven courses. The type of diuresis with regard to salt and 
water excretion was similar to that seen in spontaneous diuresis. 
All but one of the patients who failed to have a clinically sig- 
nificant response did, nevertheless, sh®w a slight sodium diuresis 
after withdrawal of the drug. There were no consistent changes 
in the significant chemical findings in the blood, except that in 
most cases, regardless of clinical results, a drop in the total 
cholesterol level was observed after treatment. In several patients 
who received sodium lactate by mouth following diuresis edema 
did not develop and there was a pronounced increase in the 
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urinary sodium. This suggests that at least temporarily their 
kidneys were capable of dealing with sodium in normal fashion. 
The patients were followed up for seven to 15 mo. after treat- 
ment. Some remained symptom-free, others relapsed several 
times but responded to subsequent periods of treatment, and still 
others after early successes failed to respond to later adminis- 
tration of corticotrophin. Only one of the group showed clear- 
ing of the urine suggesting a permanent remission. Thus the 
hormone at best offers only a means of controlling edema of 
the nephrotic syndrome. Whether its repeated use may alter the 
over-all prognosis can only be determined after a much longer 
period of observation. But even if not curative, corticotrophin 
permits the induction of diuresis with fair regularity under con- 
trolled conditions and thus should prove a useful tool in the 
study of the mechanism of diuresis. 


Aerobacter Infections on Infants’ Wards.—A self-limited out- 
break of infection due to a previously undescribed encapsulated 
gram-negative rod is reported on. It occurred in the course of a 
study on the control of airborne infection carried out on two 
infants’ wards, one being kept as a control ward, while tri- 
ethylene glycol was vaporized in the test ward. The morphologi- 
cal and cultural characteristics of the pathogen place it in the 
Aerobacter-Klebsiella group. It was readily identified by its cap- 
sular swelling in the presence of serums against types 23 and 32 
pneumococcus. Serologic studies showed it to be antigenically 
related to certain other strains of encapsulated, gram-negative 
rods, but not to Friedlander’s bacillus, Hemophilus influenzae, 
meningococcus, Or pneumococcus other than the types men- 
tioned above. In some of the patients who acquired the organism 
mild respiratory infections or diarrhea developed, accompanied 
by fever, but most patients remained asymptomatic. The organ- 
ism spread in epidemic fashion on both glycolized and control 
wards and was recovered from the nasopharynx of 50 of a total 
of 361 patients included in the study, also from many nurses, 
attendants, and visitors. In the course of the epidemic the ward 
environment (air, dust, furniture, and bedclothes) became heavily 
contaminated. It is postulated that patients with profuse nasal 
discharge and diarrhea may have served to infect the ward en- 
vironment, which in turn served as the source of infection to 
other patients. 


Pennsylvania Medical Journal, Harrisburg 


5§4:193-288 (March) 1951 


age "eo of Endocrinologic Therapy in Pregnancy. E. G. Waters. 
—p.2 

PR 2 Program in Pediatrics. F. T. O’Donnell.—p. 222. 

Management of Hydronephrosis. B. Hughes and J. F. Sullivan.—p. 226. 

Observations in Penicillin-Treated Cardiovascular Syphilis. J. Edeiken, 
W. T. Ford and J. H. Stokes.—p. 229. 

Role of Antibiotics in Modern Treatment of Syphilis. H. R. Vogel. 


—p. 234 
$4:289-400 (April) 1951 
Use and Abuse of Anticoagulant Drugs in Clinical Practice. I. S. Wright. 
313. 


Emotional Factors in Cardiovascular Disease. E. Weiss.—p. 319. 

Benefits of Surgery in Pulmonary Tuberculosis. R. H. Overholt and N. J. 
Wilson.—p. 324. 

Reconstructive Surgery of Hand. W. L. White.—p. 330. 

Casé for Histamine as Basis of Allergic Reactions: Attempts at Its Neu- 
tralization. W. C. Spain and E. H. Roston.—p. 334. 

Protein Metabolism in Relation to Nutritional Aspects of Medical Dis- 
eases. H. A. Taggart.—p. 339. 

Diagnosis of Arthritis. P. J. Warter.—p. 344. 

Treatment of Obesity. J. M. Strang.—p. 346 

Herniation of Lumbar Intervertebral Disk: Ten-Year Follow-Up Study. 
F. H. Bragdon and W. A. Shafer.—p. 350. 

*Radioactive Iodine in Treatment of Angina Pectoris. C. C. Wolferth, 
R. H. Chamberlain and J J. Mead.—p. 352. 


Radioactive lodine in Treatment of Angina Pectoris.—The effect 
of radioactive iodine (I'*!) on severe angina pectoris was studied 
in 28 presumably euthyroid patients who had received 15 to 20 
me. of the drug. All patients were followed for six months to two 
years. All had been previously treated for long periods by con- 
ventional methods, either without satisfactory improvement or 
with actual increase in symptoms. Many had had one or more 
recognized attacks of myocardial infarction. Six others had aortic 
valvular disease with great enlargement of the left ventricle. 
Nine had had congestive heart failure, and nine had fairly severe 
hypertension. Of the 28 patients, 10 died, but there was no evi- 
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dence that radioactive iodine had anything to do with the deaths. 
The possibility that deposition of cholesterol in coronary arteries 
may be accelerated after thyroid function is depressed cannot be 
excluded. Of the remaining 18 patients, results were arbitrarily 
designated as good in 12, fair in four and unsatisfactory in two. 
Until more time has elapsed, the duration of beneficial effects 
cannot be determined. In many of the authors’ cases improve- 
ment was maintained for over a year. The authors are convinced 
that radioactive iodine has a place in the treatment of severe, 
otherwise intractable angina pectoris, as well as in certain cases 
of severe congestive heart failure or abnormal cardiac mechan- 
isms with poorly controlled tachycardia. A tracer dose should 
always precede treatment, affording a rough estimate of what the 
treatment dose will accomplish. The criteria for the selection of 
patients with angina pectoris for treatment with radioactive 
iodine cannot be established until much more experience with 
this method of treatment has accumulated and, if possible, pro- 
cedures developed by which the effect on the thyroid gland can 
be predicted more accurately. 


Postgraduate Medicine, Minneapolis 
9:279-374 (April) 1951 
Coronary Occlusion and Coronary Insufficiency. A. M. Master and H. L. 
Jaffe.—p. 279 
Acute, Recurring and Chronic Pancreatitis. J. T. Priestley.—p. 287. 
Highlights in Medical Ophthalmology: Schneider Foundation Eye Pre- 
sentation. C. Berens.—p. 293. 
Pathology and Present Treatment of Ovarian Cysts. R. C. Benson.—p. 313. 
Treatment of High Diastolic Type of Essential Hypertension: Combined 
Use of Thiocyanates and Sympathectomy. L. Davis.—p. 321. 
Diagnosis and Treatment of Polycythemia Vera. E. H. Falconer.—p. 325. 
Significance of Frequency of Urination. H. L. Kretschmer.—p. 331. 


Psychiatry, Washington, D. C. 


14:1-126 (Feb.) 1951. Partial Index 
Anticipation of Arousing Specific Neurotic Feelings in the Psycho- 
analyst. L. B. Hill.—p. 1. 
Culture and Personality: Natural History of False Dichotomy. M. E. 
Spiro.—p. 19, 
Personality as Factor in Administrative Decisions. M. B. Cohen and 
R. A. Cohen.—p. 47. 
Some Current Concepts of Sexual Behavior. J. H. Masserman.—p. 67. 
Psychiatry in Prison. H. Powelson and R. Bendix.—p. 73. 


Radiology, Syracuse, N. Y. 


56:321-484 (March) 1951 

The Radiologist—Some of His Problems: Presidential Address. W. W. 
Furey—p. 321. 

Can Voluntary Insurance Do the Job? L. S. Goin.—p. 327. 

Anatomy of Bronchopulmonary Segments: Clinical Applications. G. R. 
Krause and M. Lubert.—p. 333. 

Laminagraphy in Diagnosis of Nasopharyngeal Tumors. B. S. Epstein. 
—p. 355. 

Horner’s Syndrome: Roentgen Manifestations. R. Pomeranz.—p. 363. 

Mesenteric Lipoma: Report of Case with Distinctive Roentgenographic 
Features. E. F. Everett and D. L. Fink.—p. 370. 

Pituitary Irradiation in Prostatic Carcinoma. W. T. Murphy and H. 
Schwippert.—p. 376 

Roentgen Therapy of Pituitary Adamantinomas (Craniopharyngiomas). 
E. T. Leddy and T. M. Marshall.—p. 384. 

Preliminary Clinical Experience with Betatron. R. A. Harvey, L. L. 
Haas and J. S. Laughlin.—p. 394. 

Problems of Clinical Radiobiology. J. E. Thygesen.—p. 403. 

Threshold Visibility of Pulmonary Shadows. R. R. Newell and R. 
Garneau.—p. 409. 

Diagnostic Accuracy of Roentgen Examination in Diseases of Upper 
Gastro-Intestinal Tract. T. J. Haley and W. M. Sennott.—p. 416. 

*Radiation Sickness and Its Treatment with Dramamine. E. DeFeo, P. H. 
Reitman and M. H. Nathan.—p. 420. 

Situs Inversus of Abdominal Viscera with Volvulus of Large Bowel: 
Report of Case. H. G. Jacobson and W. H. Camp.—p. 423 

Fracture of Spinous Processes: ‘“‘New”’ Sign for Recognition of Fractures 
of Cervical and Upper Dorsal Spinous Processes. P. Zanca and E. A. 
Lodmell.—p. 427. 


Dramamine in Radiation Sickness.—Because dimenhydrinate 
(dramamine) had proved effective in the nausea and vomiting 
of motion sickness, it was administered to 100 patients with 
radiation sickness following deep roentgen therapy. It was given 
half an hour before each meal and at bedtime, as soon as symp- 
toms appeared. Since all radiation treatments were given be- 
tween 8:30 a. m. and 12:30 a. m., the maximum time elapsing 
between a treatment and any one dose of dimenhydrinate was 
two hours, and in the majority of instances the interval was 
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much shorter. Symptoms of radiation sickness appeared on an 
average of 5.3 days after treatment had been instituted. In only 
46 of these 100 patients was improvement noted. One-half of 
this number had no recurrence of symptoms after administra- - 
tion of the drug for one day (400 mg.). In the rest, it had to be 
given daily throughout the period of irradiation. In the latter 
group symptoms recurred on an average of 2.1 days after the 
drug was discontinued. Placebos could be given at intervals dur- 
ing irradiation in 24 of the 46 patients claiming improvement 
with dimenhydrinate. Seventeen of the 24 patients did as well 
with the placebo as with the drug itself, reducing the number of 
patients whose improvement could be credited to dimenhydrinate 
to 29. 
56:485-638 (April) 1951 
Development of Angiocardiography and Aortography. Carman Lecture. 
W. G. Scott.—p. 485. 


Primary Tumors of Ureter: Their Roentgen Diagnostic Features. R. B. 
Holmes.—p. 520. 


Pancreatitis: Its Preoperative Diagnosis by Gastro-Intestinal Roentgen- 
ography. C. Gottlieb, M. Dorfman and H. A. Cregg.—p. 528. 
*Sex Hormones and Castration in Advanced Breast Cancer. I. T. Nathan- 
son.—p. 535. 

Radioactive Cobalt 60 in Plastic Tubing for Interstitial Radiation Ther- 
apy. J. L. Morton, G. W. Callendine Jr. and W. G. Myers.—p. 553. 
Air-Contrast Colon Examination with Colloidal Barium. H. H. Jones, 

H. S. Kaplan and F. Windholz.—p. 561. 
Pneumomediastinum in Newborn: Report of Case. E. J. Keeffe and C. F. 
Jones.—p. 567. 


Benign Polyp of Ampulla of Vater. H. P. Smith Jr. and W. S. Blakemore. 
—p. 571. 


Cervical Hernia of Lung. W. L. Palazzo and T. A. Garrett.—p. 575. 
Colorimetric Dosimeter for Qualitative Measurement of Penetrating Ra- 
diations. G. V. Taplin and C. H. Douglas.—p. 577. 


Hormones and Castration in Breast Cancer.—According to 
Nathanson, surgery and irradiation remain the preferred 
methods for permanent or palliative control of localized and 
accessible manifestations of breast cancer. There is now indisput- 
able evidence that the course and character of some breast can- 
cers may be retarded or accelerated by administration or depriva- 
tion of sex hormones. There is no evidence that sex hormones 
or castration result in permanent control of even the most sus- 
ceptible cancers of the breast, for the effects are temporary and 
usually of short duration. Consequently, the administration of 
androgens and estrogens as well as castration can be considered 
as a third method of attack, but only from the standpoint of palli- 
ation. It is of greatest value when the disease is beyond the 
realm of possible benefit from established procedures. Some ad- 
vanced primary breast cancers may be rendered susceptible to 
palliative surgical attack when significant regressions occur after 
castration or hormonal therapy. Estrogens given in conjunction 
with irradiation may enhance the effect of irradiation. In addi- 
tion, partial regression of lesions after initial treatment with 
estrogens may permit even more effective radiation therapy, 
made possible through the use of smaller portals. Estrogen ther- 
apy of recurrences within an area of previous and initially 
effective irradiation is ordinarily not as efficacious as it is for 
similar untreated lesions. Irradiation therapy of localized osseous 
metastases from breast cancer may alleviate pain and promote 
calcification of osteolytic lesions that initially respond to hor- 
monal therapy and undergo reactivation or are primarily 
hormone-resistant. Contrariwise, hormones or castration may 
favorably influence osseous metastases that are resistant or 
recrudescent after preliminary irradiation. The possibility of seri- 
ous complications with intensive hormone therapy emphasizes 
the extreme caution that must be exercised during the entire 
treatment period. The effects of hormones on breast cancer seri- 
ously challenge the long-held concept of autonomy of the cancer 
cell. The observations indicate that some cells judged neoplastic 
by classic definitions are apparently susceptible to direct attack 
or through changes in their environment by agents that are 
essentially physiological in action. 


Tennessee State Medical Assn. Journal, Nashville 
44:127-164 (April) 1951 
Clinical Experience with Intravenous Tetracaine (Pontocaine): Report of 
Cases. J. S. Horan.—p. 127. 
Intra-Ocular Foreign Bodies: Diagnosis, Complications, and Surgical 
Treatment. D. F. Fisher and D. H. Anthony.—p. 130. 
Retinal Detachment with Special Reference to Preoperative Subretinal 
Drainage. J. M. Wilson.—p. 137. 
Contact Dermatitis. F. G. Witherspoon.—p. 141. 
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Acta Medica Scandinavica, Stockholm 


139:167-252 (March 17) 1951. Partial Index 


Arteriovenous Fistula of Lung: Report of Four Cases, Including an 
Acyanotic Case. H. A. Salvesen and F. Marstrander.—p. 167. 

Clinical Significance of Deep Q Wave in Third Lead of Electrocardio- 
gram. H. Ljunggren.—p. 176. 

Excretion of Pantothenic Acid in Patients. V. Schmidt.—p. 185. 

*Histoplasmin and Coccidioidin Sensitivity in Norway. J. Boe, V. Lindén 
and J. Tveit.—p. 196. 


Histoplasmin and Coccidioidin Sensitivity —Histoplasmin, coc- 
cidioidin, and tuberculin sensitivity tests were done in 1,074 
persons, of whom 935 were patients in medical and surgical 
wards and 139 physicians, nurses, and medical students. Nearly 
all the patients were afebrile when the tests were performed, 
and most of the persons examined were adults. Twenty-seven per- 
sons had positive results from histoplasmin alone and three from 
coccidioidin alone. There were 23 persons with positive results 
from both histoplasmin and coccidioidin. None of the 53 posi- 
tive reactors showed any signs of disease of the lungs or other 
disease that could be associated with a mycotic infection. Fifty 
of these 53 persons also had positive results from tuberculin. 
Consequently, systematic examinations for pulmonary calcifi- 
cations were omitted as not likely to be instructive. The three 
persons who were observed to be tuberculin-negative and my- 
cotic antigen-positive showed no pulmonary calcifications. There 
are reasons for believing that some of the positive reactions to 
histoplasmin were caused by past or present infections with 
Histoplasma capsulatum. One of the three persons with a posi- 
tive reaction to coccidioidin alone had spent some time in 
Southern California and thus could have been infected with 
coccidioidomycosis. The relatively large number of persons with 
positive reaction to both histoplasmin and coccidioidin indicates 
that in these cases the positive reactions must be regarded as 
cross reactions due to systemic infections with one or more un- 
known fungi immunologically closely related, possibly Geo- 
trichum. It seems probable that one or several systemic fungous 
infections occur in Norway and that they give positive reactions 
to both histoplasmin and coccidioidin. 


Arch. Chirurg. Ortoped. e Medicina, Milan 
16:3-64 (Jan.-Feb.) 1951. Partial Index 
*Report on Immediate Results of Experiment on BCG Vaccination Against 
uberculosis. P. Cattaneo and R. Scotti Douglas.—p. 3. 
*Clinical Considerations in a Case of Tuberculosis on Pubis. A. Amadei. 
—p. 52. 


BCG Vaccination in Children.—Cattaneo and Scotti Douglas 
observed 633 children of both sexes between the ages of 4 and 
14 yr. with a negative Wollmer test. The children were observed 
for three months in a municipal sanatorium located at high 
altitude in Italy in three approximately equal groups. Twenty- 
seven children of the first group, 40 of the second, and 39 of 
the third had had contact with tuberculosis in their homes. 
Roentgenographic examination of the thorax showed early 
tuberculous lesions in 72 children (11%). The tuberculin tests 
were repeated at monthly intervals before and after vaccination. 
The Wollmer test was used exclusively with the children of the 
first group, and the Mantoux test was used with those of the 
second and third groups. BCG vaccination was performed only 
in 556 children, 77 children being excluded because they had 
febrile intercurrent diseases before vaccination or because they 
had a 3+ reaction to the Mantoux test. The focus of reaction 
to vaccination was acute in 250 children (45%), mild in 15 
(2.7%), and moderate in the rest. The tuberculin tests performed 
one month after vaccination gave positive results in 11.82% of 
the children in the first group (Wollmer) and 94.9% in the chil- 
dren of the second and third groups (Mantoux). It was observed 
that the positivity of the postvaccinal tuberculin tests and the 
improvement of health of the children after vaccination were 
directly related to the extent of the reaction of the focus of BCG 
vaccination. 


case reports and trials of new drugs are usually omitted 
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Tuberculosis of Pubic Bone.—Tuberculosis of the pubic bone 
is rare. Clinical diagnosis is difficult; however, in most cases 
the roentgen picture of the pubic bone is clear and character- 
istic of the disease, showing a pubic symphysis with irregular 
borders and decalcification of the pubic bone. The author dis- 
cusses the clinical course and treatment of the various forms 
of tuberculosis of the pubic bones, namely, (1) early closed 
forms, (2) tuberculous abscess without fistula, (3) tuberculous 
fistula, either with or without sequestrums, and (4) great de- 
struction of the pubic bone in cases of long duration. The sur- 
gical treatment in cases of tuberculosis with caries of the pubic 
bones with fistulas and multiple tuberculous abscesses consists 
of removal of the segments of the carious bone and scraping 
of the carious foci. The abscesses permanently regress, and the 
fistulas heal after operation. Orthopedic-surgical treatment with 
use of Blair’s or other types of arthrodesis is indicated in cases 
with severe static and dynamic disorders from severe loss of 
bone due to tuberculosis. The author reports a case in a woman 
of 23 in whom the presence of a hard and elastic swelling in the 
suprapubic region led to an erroneous diagnosis of either encap- 
sulated hematoma or desmoid tumor. A roentgenogram showed 
tuberculosis of the pubic bones. Multiple tuberculous abscesses 
and a tuberculous fistula were present. Cure was effected by 
surgical treatment consisting of removal of sequestrums and 
scraping of carious bones. 


Biochemical Journal, London 


3385-512 (April) 1951. Partial Index 


Studies on Metabolism of Semen: VII. Cytochrome in Human Sperma- 
tozoa. T. Mann.—p. 386. 

Isolated Nuclei from Cells of Cerebral Cortex: Preparation and Enzyme 
Content. D. Richter and R. P. Hullin.—p. 406. 

Virulence-Enhancing Factor of Mucins: Il. Further Fractionation of 
Hog Gastric Mucin; Additional Factor in Adjuvant Action. H. Smith. 


—p. 441. 
Biochemistry of Fluoroacetate Poisoning: Isolation of Active Tricarb- 


F. Annison, A. T. James and W. T. J. —Pp. 
Pb ot of Carbohydrate Metabolism in Neurospora: I. Suecinic Dehy- 
drogenase. C. J. Shepherd.—p. 483. 
Removal of Acid by Trioctylamine from Samples for Microbiological 
Assay. D. E. Hughes and D. H. Williamson.—p. 487. 
Re-Investigation of Question of Activators of Carbonic Anhydrase. A. M. 
Clark and D. D. Perrin.—p. 495. 


Separation and Identification of Small Amounts of Mixed —_ Sugars. 
Morgan. 


British Heart Journal, London 
13:129-272 (April) 1951 


—p. 148. 

Phonocardiogram of Aortic Stenosis. A. Leatham.—p. 153. 

Electrocardiogram Associated with Low Levels of Serum Potassium. 
P. M. McAllen.—p. 159. 

Cold and Warmth Vasoconstrictor Responses in Skin of Man. J. Grayson. 


—p. 167. 
Nutritional Heart Disease. A. D. Gillanders.—p. 177. 
First Effort Angina: Second Wind in Angina Pectoris. R. K. Price. 
—p. 197. 
Electrocardiographic Studies During Operation for Ccarctation of Aorta. 
M. M. Alimurung and R. M. Smith.—p. 203. 
Splenic Enlargement in Congestive Heart Failure and Active Rheumatic 
Infection. M. Ibrahim, A. Sorour and A. Elsherif.—p. 212. 
Prodromal Symptoms in Myocardial Infarction. P. Mounsey.—p. 215. 
Measurement of Blood Flow by Local Clearance of Radioactive Sodium. 
H. Miller and G. M. Wilson.—p. 227. 
Vectorcardiogram in 100 Healthy Subjects — New Drawing Instru- 
ment. J. Shillingford and W. Brigden.—p. 
New Angiocardiographic Sign of Patent dong ‘Arteriosus. R. H. Goetz. 
—p. 242. 
Actinomyces Muris Endocarditis Treated with Chloramphenicol. J. F. 
Stokes, I. R. Gray and E. J. Stokes.—p. 247. 


British Journal of Venereal Diseases, London 


27:1-48 (March) 1951 


World Health and Treponematoses. T. Guthe and F. Reynolds.—p. 1. 

Late Syphilis of Liver Treated with Penicillin. C. S. Nicol and R. B. 
Terry.—p. 20. 

ificity. H. Schmidt.—p. 23 


1951 


48 
oxylic Acid Fraction from Poisoned Kidney Homogenates. P. Buffa, V 146 


Vol. 146, No. 13 


British Medical Journal, London 
:773-832 (April 14) 1951 


Paralysis of Autonomic Ganglia, with Special Reference to Therapeutic 
Effects of Ganglion-Blocking Drugs. W. D. M. Paton.—p. 773. 

*Methonium Compounds in Treatment of Hypertension. S. Locket, P. G. 
Swann and W. S. M. Grieve.—p. 778. 

Acute Leukaemia Treated with A-Methopterin. J. V. Dacie, E. Dresner, 
D. L. Mollin and J. C. White.—p. 784. 

Tuberculous Meningitis: Results of Treatment with Streptomycin and 
Intrathecal Sulphetrone. W. L. Calnan, J. Rubie and A. F. Mohun 

—p. 792. 


tl to Meningitis Treated with Streptomycin: Follow-Up of Sur- 
vivors for Minimum of Two and a Half Years. W. L. Calnan, J. Rubie 
and A. F. Mohun.—p. 794. 

Orf in London. I. S. Hodgson-Jones.—p. 795. 

Radical Cure of Inguinal and Femoral Hernia with Polythene Insert. 
W. Thompson.—p. 797. 


1:833-898 (April 21) 1951 


Degeneration, Necrosis, and Fibrosis in Liver. J. H. Dibie.—p. 833. 
Cortisone in Treatment of Toxaemia of Pregnancy: Study of Eight Cases. 
H. Moore, W. J. E. Jessop, D. K. O’Donovan and others.—p. 841. 
Post-Traumatic Disturbance of Hypothalamic Function. E. A. J. Byrne. 

0. 


Prevention of Hormonal Eosinopenia and Lymphopenia by Inhibition of 
Clotting in Blood: Preliminary Report. Z. Z. Godlowski.—p. 854. 

Pathogenesis of Mitral Stenosis. F. R. Magarey.—p. 856. 

Use of Gallamine Triethiodide (Flaxedil) in Modifying E. C. T.: Com- 
parison With d-Tubocurarine Chloride and Decamethonium Iodine. 
O. S. Thompson and A. Norton.—p. 857. 

Gallamine Thriethiodide = Lorne to Electroplexy. R. H. F. Smith and 
D. L. C. Thomas.—p. 

Sternal Marrow Cultures 7 n Typhoid Fever. L. Hirsowitz and R. Cassel. 
—p. 862. 

Methonium Compounds in Hypertension.—Thirty-four patients 

with essential hypertension were given a therapeutic trial with 

pentamethonium bromide or hexamethonium bromide. Women 
predominated in a ratio of 2 to 1. Before treatment each patient 
was given two weeks’ control period of observation, routine treat- 
ment, and bed rest. Initially the methonium compounds were 
given intramuscularly in doses of 25 mg. to 150 mg. at intervals 
of two to six hours, depending on the response of the patient. 
After two weeks the drugs were given by mouth in doses of 500 
to 1,000 mg. of pentamethonium bromide every four or six 
hours, or 250 to 500 mg. of hexamethonium bromide given 
eventually as frequently as every two hours. After 24 to 72 hr. 
of oral treatment the patient was allowed to get out of bed. After 
they were discharged from the hospital the patients continued to 
take more than 3 gm. of hexamethonium or pentamethonium 
bromide daily in divided doses at two or three hour intervals. 
In every case the methonium compounds were hardly more effec- 
tive in lowering the blood pressure than the initial period of 
bed rest. Follow-up of these patients showed a complete failure 
of the drugs to lower or maintain a low blood pressure when 
orally administered. One patient with malignant hypertension 
became unconscious within 15 min. after intramuscular injec- 
tion of 25 mg. of pentamethonium bromide and died two hours 
later. There were three probable cases of bromide intoxication. 
Although methonium compounds given intramuscularly pro- 


duced an acute drop in blood pressure when the systolic pressure > 


exceeded 200 mm. of mercury, the effect did not last. Almost 
all patients who continued taking the drug claimed partial or 
complete relief of many of their symptoms, such as headache, 
dyspnea, or vertigo, even in the absence of any appreciable fall 
in their blood pressure or objective improvement. It is believed 
that the sedative effect of the bromide ion, aided by ancillary 
factors, was one of the main agents in the subjective improve- 
ment of these patients. Since the methonium compounds are not 
harmless and produce results no better than bed rest, there is 
no indication that they should be used at all outside of the hos- 
pital. The therapeutic value of these drugs in the long-term treat- 
ment of hypertension should not be assessed by their known 
ability to produce an acute fall in blood pressure. 


Streptomycin in Tuberculous Meningitis—Of 54 patients 
with tuberculous meningitis treated with streptomycin during 
the period of July 1947 to May 1948, 18 survived and were fol- 
lowed up for two and a half to three and a half years. Two of 
the 18 original survivors died, reducing the survival rate to 30%. 
Three patients relapsed but recovered after further treatment 
with streptomycin. Sequelae shown by the survivors were deaf- 
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ness in two children, minimal hemiplegia in one child, retarded 
development in one, and an intellectual defect in one. Audi- 
ometric and vestibular tests were carried out on 14 of the 16 
survivors. All showed complete loss of vestibular response dur- 
ing caloric tests, yet none showed clinical ataxia in a good light. 
Some patients were slightly ataxic with the eyes closed or in the 
dark. Audiometric tests revealed a pronounced hearing loss in 
one patient and a loss up to 50 db. in another. In the remainder 
the audiograms were normal. Later manifestations of nonmen- 
ingeal tuberculosis, presumably due to sporadic hematogenous 
dissemination of tubercle bacilli, occurred in two recovered pa- 
tients. The nonmeningeal lesions of these patients responded to 
treatment and were not accompanied by any evidence of re- 
crudescence of meningitis. Slight variations in the cerebrospinal 
fluid of the survivors were observed, but their significance could 
not be determined. The authors do not regard a patient as finally 
cured even two and a half years after streptomycin treatment. 
A further, undetermined period of observation is necessary. 


Canadian Medical Association Journal, Montreal 


64:285-386 (April) 1951 


Poisonings Common in Children. J. R. Ross and A. Brown.—p. 285. 

*Treatment of Pulmonary Tuberculosis with Thiosemicarbazones. S. J. 
Shane, C. Riley, J. H. Laurie and M. Boutilier.—p. 289. 

Pathogenesis of Eczema. F. E. Cormia.—p. 293. 

Anaesthetic Complications and Their Management. I. W. Mann.—p. 302. 

Pseudocyesis. D. D. Kulcsar.—p. 305. 

Studies on Poliomyelitis in Ontario: IV. Further Observations on Spread 
of Poliomyelitis and Coxsackie Infections in Small Communities. 
N. Silverthorne, M. P. Armstrong, A. M. Goodfellow and others. 


09. 

Fulminating Diffuse Phlegmonous Gastritis. J. D. Stenstrom and G. H. 
Hoehn.—p. 317 

Surgical View of Thrombosis and the Anti-Thrombotics. R. M. Janes. 
—p. 319. 

Experiences with Lung Resection in Pulmonary Tuberculosis —* of 
60 Cases). V. D. Schaffner, J. J. Quinlan and J. E. Hiltz.—p. 326. 

Treatment of Detached Retinae. H. M. Macrae.—p. 335. 

Age and Sex Differences in Serum Cholesterol of Aleut. S. M. Garn and 
M. M. Gertler.—p. 338. 


Thiosemicarbazones in Tuberculosis.—Sixteen male and nine 
female patients, 14 with moderately advanced and 11 with far 
advanced pulmonary tuberculosis, were treated with amithiozone 
(“contibiol”). Treatment was planned to continue for three 
months. Each patient received a daily dose of 50 mg. for the 
first week, 100 mg. for the second week, and 200 mg. for the 
remainder of the course. Of the 25 patients, only 17 were able 
to complete the course, because of subjective toxic symptoms 
in four patients, of roentgenologic evidence of extension in two, 
and severe neutropenia in two. In three of the patients with sub- 
jective toxic symptoms an attempt was made to continue treat- 
ment by a reduction in the daily dose to 100 mg., but even this 
reduced dose was not tolerated. Only three of the 25 patients 
gained weight during treatment, the rest lost weight in amounts 
varying from five to 17 Ib. (2.3 to 7.7 kg.). Ten patients showed 
roentgenologic improvement at the end of the study. The changes 
consisted of some measure of resolution of the exudative com- 
ponent, similar to those noted with paraaminosalicylic acid. In 
four of 20 patients with sputum positive for tubercle bacilli at 
the beginning of the treatment, the sputum became negative, but 
in 16 tubercle bacilli were still demonstrated at the end of the 
course. All patients felt some degree of malaise during treat- 
ment, and all felt better when the drug was discontinued. Twenty- 
two patients complained of nausea, 15 of vomiting, two of 
diarrhea, and two of headache. Twelve patients had drug fever, 
that is, a persistent elevation of temperature to 99.5 F. Sixteen 
patients had less striking manifestations, including chills, water- 
ing of the eyes, periorbital edema, pruritus, and enlargement 
of cervical lymph nodes. Six patients had significant proteinuria, 
presumably indicating some degree of renal irritation. Anemia 
occurred in five patients, all of whom had a normal blood pic- 
ture at the start of the treatment. In two patients almost complete 
neutropenia developed. Because of the equivocal therapeutic re- 
sults and the toxic effects, the authors believe that the drug has no 
advantage over other therapeutic agents, such as streptomycin 
and paraaminosalicylic acid, and that it is too toxic for general 
use. If used at all, it requires more stringent laboratory super- 
vision than is usually available. 
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Chirurg, Heidelberg 
22:145-192 (April) 1951. Partial Index 
*Pathogenesis of Multiple Glomus Tumors, H. Oberdalhoff and W. Schiitz. 
145. 


Functional Treatment of Posttraumatic Disturbances of Circulation and 
of Other Congestive Disorders in Leg and Foot. H. J. von Brandis 
and J. Schilling.—p. 149. 

Further Progress in Treatment of Thromboembolism with Anticoagulants. 
R. Johow and H. A. Thies.—p. 153 


Pathogenesis of Multiple Glomus Tumors.—A girl 13 is re- 
ported on who since her early childhood had had a develop- 
mental defect of the right arm resulting in extensive functional 
disturbance of the right hand. Peculiar features of the disease 
process were the occurrence of multiple painful glomus tumors 
on the right forearm and hand, varying in size from that of 
a bean to that of a dove’s egg; pronounced weakness and atrophy 
of the muscles of the right upper arm and forearm; isolated 
hyperhidrosis in the involved forearm and fingers; hypoplasia 
and chronic osteoporosis of the bones of the forearm and of 
the hand, with precocious bony closure of the epiphyseal lines; 
pronounced brachymetacarpia of the fourth and fifth finger. 
The predominant multiple glomus tumors were histologically 
of the angiomatous type. An intrinsic relationship is suggested 
between the glomus tumors and the local disturbance of bone 
growth, for which the term * osseous malfor- 
mation” has been coined. The mesenchymal tissue, especially the 
glomus and bone tissues, may be considered as primarily affected 
by the local degeneration. This new congenital developmental 
disturbance is similar to other congenital systemic diseases, such 
as systemic hemangioma and neurofibromatosis (von Reckling- 
hausen’s disease). Consequently, the isolated occurrence of mul- 
tiple glomus tumors in the absence of any other malformation 
may be a congenital disturbance of development of the glomi 
of blastomatous type rather than genuine blastoma. “Glomo- 
blastosis,” therefore, seems to be a more exact term for multiple 
glomus tumors. 


Deutsche medizinische Wochenschrift, Stuttgart 

76:389-432 (March 30) 1951. Partial Index 
Resection of Cardiac Portion of Stomach. H. Krauss.—p. 389 
Remarks on Modern Development of Surgery. E. von Redwitz.—p. 391. 
Injuries of Tissues Due to Talcum. R. Réssle.—p. 394. 


*Effect of Transplantation of Hypophysis on Regulation of Carbohydrate 
Metabolism. H. zur Horst-Meyer.—p. 401. 


ysis and Regulation of Carbohydrate Metabolism.—The 
relation of the hypophysis to the hypothalamic center that regu- 
lates carbohydrate metabolism was investigated in 36 patients 
(nine men and 27 women) with definite symptoms of diencepha- 
lohypophysial disturbance. Approximately half of these pa- 
tients had a disturbance of the carbohydrate metabolism. It was 
characterized in two patients by the failure of the blood sugar 
level to rise normally after a single oral dose of dextrose. In all 
patients there was a greater elevation of the blood sugar level 
after the second than after the first dose of dextrose. The ter- 
minal blood sugar values two hours after the second dose of 
dextrose were higher than the initial values. This absence of 
immediate hyperglycemia after the administration of dextrose, 
as well as the suppression of the compensatory hypoglycemic 
mechanism, occurred in the same percentage of men as of 
women. These patients were given intramuscular injections with 
pulverized anterior pituitary lobes from calves, suspended in 
isotonic sodium chloride solution. The first changes in the blood 
sugar curve were observed within one to three weeks after these 
injections. In the two patients whose blood sugar level was not 
previously elevated after the first dose of dextrose a normal 
elevation now occurred. An increased counterreaction was ob- 
served in all patients: the increase in the elevation of the blood 
sugar level after the second dose of dextrose did not exceed that 
after the first dose, and the terminal values were the same as 
the initial values. A definite explanation for this activation of 
the counter regulation cannot yet be given. It is suggested that 
the agent responsible may be liberated with the absorption of 
the injected hypophysial tissue. An inflammatory infiltration 
around the area of injection may prevent its effect. The natural 
agent was absent in the author’s patients but could be replaced 
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by the injection of the animal hypophysial tissue. Thus there 
appears to be a fundamental difference between the therapeutic 
effect of hypophysial tissue and extracts of anterior pituitary 
lobe. The latter is known to have an anti-insulin effect. 


Helvetica Medica Acta, Basel 


18:69-158 (April) 1951. Partial Index 


Study of Renal Diabetes: I. Mechanism of Glycosuria. F. Reubi.—p. 69. 

Studies of Adenosine Triphosphate and Its Therapeutic Applications. 
I. Report: Pharmacologic Study. H. Dubois-Ferriére.—p. 84. 

Behavior of “Ventricular Gradient” in Changes of Electrocardiogram 
Due to Neurovegetative Disturbances. A. Kappert, V. de Fazio and 
F. Marsico.—p. 


09. 
*Pentolysis: Its Application to Diagnosis of Cancer. G. Menkés.—p. 125. 


Pentolysis in Diagnosis of Cancer.—Preliminary experiments 
showed that the serums of patients with various acute or chronic 
noncancerous diseases, such as tuberculosis, fibromas, and be- 
nign tumors, cirrhosis of the liver, and diabetes mellitus had 
little or no effect on pentoses that had been added to these 
serums. On the contrary, dry pentoses added to the serums of 
patients with cancer were disintegrated by these serums, and 
lactic acid and glycolic aldehyde were produced. Graphs of the 
effect of cancerous serums on the pentoses were studied and 
proved to be typical of an enzymatic action. Additional experi- 
ments demonstrated that the addition of serum of normal per- 
sons to that of the cancerous patients inhibits the pentolysis. 
The serums of persons with infectious diseases occasionally 
exerted a pentolytic effect that could not be inhibited by the 
addition of serums of normal persons. This effect may be 
ascribed to the action of bacteria or of their dissolution prod- 
ucts. When cancerogenic injections were given to rats, blood 
withdrawn from these animals by intracardiac puncture definitely 
showed pentolysis 30 days after the injection, while necropsy 
of the animals killed revealed no tumor. It is suggested that 
pentolysis is a precocious reaction that occurs before any tumor 
has had time to develop. Four hundred and sixty-two blood tests 
were performed on 399 patients with cancer or other diseases, 
including those patients on whom the preliminary tests were per- 
formed. A positive pentolytic reaction to these tests confirming 
the diagnosis was observed in 414 instances. The enzymatic 
nature of the phenomenon is stressed. 


Lancet, London 
1:753-806 (April 7) 1951 

Psychiatric Aspects of Organic Disease. J. W. Todd.—p. 753. 

Treatment of Fractures in the Aged. C. Flemming.—p. 758. 

Cortisone in Acute Lymphoblastic Leukaemia: Report of Case. M. M. 
Suzman, B. Goldberg and H. Hirsch.—p. 760. 

*Chloramphenicol in Treatment of Pertussis: Review of 100 Cases. H. C. 
A. Lassen and L. C. Grandjean.—p. 763. 

*Modification of Whooping-Cough in Contacts by Means of Chlorampheni- 
col. A. Bogdan.—p. 764 

Indigenous Amoebiasis in Britain. T. C. Morton, R. A. Neal and M. Sage. 
—p. 766. 

Fulminating Sonne Dysentery in Children. 1. C. Lewis and A. E. Clair- 
eaux.—p. 769. 

Acetylsalicylic Acid and Urinary Excretion of Adrenocortical Steroids. 
H. Van Cauwenberge and C. Heusghem.—p. 771. 

Salicylate, Gentisate, and Circulating Eosinophils. B. W. Meade and M. J. 
H. Smith.—p. 773. 

Use of Penicillin and Sulphonamides in Treatment of Suppuration. M. 
Ellis. —p. 774. 

Measurement of Digital Swelling in Rheumatoid Arthritis. F. D. Hart 
and C. J. M. Clark.—p. 775. 


Chloramphenicol in Pertussis——Ninety-seven infants and chil- 
dren and three adults with whooping cough were treated with 
chloramphenicol (chloromycetin®). All these patients showed 
the characteristic clinical picture of the disease, and in 80 of 
them the diagnosis was confirmed by the cultivation of Hemo- 
philus pertussis. In 93 patients the chloramphenicol was ad- 
ministered rectally in suppositories, whereas the seven older 
children and the adults were given the drug orally in capsules. 
Treatment was continued for three to five days. Most of the 
patients were in the first two or three weeks of the disease. Re- 
peated nasopharyngeal cultures were examined in every case. 
Of the 80 patients with positive cultures before treatment, 73 
had negative cultures within nine days of the institution of the 
treatment with chloramphenicol. The frequency of the pa- 
roxysms fell sharply, and the patients’ general condition im- 
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proved rapidly. The results obtained with the conventional 
cough-plate method were compared with those of swab cultures 
from the nasopharynx on the same mediums. The swab cultures 
gave a much higher percentage of positive results than the cough 
plates; swab culture was therefore adopted as the routine method 
of diagnosis. Of 45 strains of H. pertussis in which the in vitro 
resistance to chloramphenicol was estimated, all were observed 
to have a low resistance. Chloramphenicol seems to be the most 
effective drug so far tried in whooping cough. It should be used 
in every case of pertussis in infants. 


Suppressive Treatment of Whooping Cough With Chloram- 
phenicol in Contacts.—Thirteen children who were susceptible 
contacts of known cases of whooping cough and were in the 
preparoxysmal stage were treated with chloramphenicol (chloro- 
mycetin®). The daily dose was 22 mg. per kilogram of body 
weight, except for one patient who was given 33 mg. per kilo- 
gram of body weight. The drug was given mixed with jam or 
milk by mouth in five divided doses daily for five days. In 10 
of the 13 contacts the disease was arrested in the preparoxysmal 
stage. In three of the four patients reported on in detail infec- 
tivity appeared to be pronouncedly curtailed. The protection 
given is immediate in contrast with that provided by vaccines, 
which. takes some weeks to develop. A recurrence was observed 
two weeks later in one patient, and reinfection occurred in 
another patient after two months, suggesting that when the 
disease is arrested by chloramphenicol in the preparoxysmal 
stage it may not be followed by immunity. During the same 
period 63 children with whooping cough not treated in the 
preparoxysmal stage served as controls. A severe paroxysmal 
cough was reported in 14, and 45 were whooping. In only four 
patients did the cough not cause severe distress. The use of 
chloramphenicol in the preparoxysmal stage might be valuable 
in reducing the mortality and morbidity of whooping cough and 
in controlling the infection. 


Medical Journal of Australia, Sydney 


1:353-388 (March 10) 1951 

*Pink Disease: Manifestation in Older Children and Estimation of Blood 
Adrenaline Content. D. B. Cheek.—p. 353. 

*Pink Disease: Its Relation to Adrenal Function and Value of Salt and 
Desoxycorticosterone in Treatment. H. Williams, W. B. Macdonald and 
V. Callow.—p. 363. 

Note on Placenta-Permeating Anti-M Agglutinin. R. Jakobowicz and 
L. M. Bryce.—p. 365. 

Cerebral Tumour: Early Symptoms and Methods of Investigation. J. Game. 


—p. 367. 
Use of Di-Hydro-Ergotamine in Obstetrics. R. C. Gill.—p. 373. 


1:389-424 (March 17) 1951 
Measurement of Mortality in Australia. H. O. Lancaster.—p. 389. 
Problem of Thoracic Stomach. A. W. Morrow.—p. 399. 
Lobectomy for Hydatid Disease of Lung. M. P. Susman.—p. 400. 
Heparin Protamine Test and Its Clinical Significance. N. M. Gutteridge. 
—p. 403. 
1:425-460 (March 24) 1951 
Blood, Taste and Secretion: Genetical Survey in Maoris. R. T. Simmons, 
J. J. Graydon, N. M. Semple and C. N. D. Taylor.—p. 425. 
Management of Bronchiectasis. H. Windsor.—p. 431. 
Mantoux and Tuberculin Jelly Test Survey at Princess Margaret Hospital 
for Children, Perth, Western Australia. J. Margolis.—p. 433. 
Urological Emergencies. A. Gee.—p. 436. 


1:461-496 (March 31) 1951 
Primitive Medical Art and Primitive Medicine-Men of Australia. L. P. 
Winterbotham.—p. 461. 
Biochemical Aids in Diagnosis of Deficiency of Vitamin B Complex. 
J. B. Cleland.—p. 468. 
Psychosomatic Aspect of Skin Diseases. W. K. Myers.—p. 476. 
Psychosomatic Aspects of Dermatology. J. D. Russell.—p. 478. 
Notes on Erysipeloid of Rosenbach. P. H. Speight.—p. 480. 


Pink Disease in Older Children.—Cheek believes that pink dis- 
ease (acrodynia) may be a manifestation of adrenal dysfunction 
either primary or secondary to renal disturbances. He found low 
levels of plasma sodium and urinary chlorides in his acute cases 
and observed that these abnormalities persisted in some chil- 
dren who were under stress after the typical symptoms of photo- 
phobia, hyperhidrosis, irritability, swelling and redness of the 
hands and feet, and skin rashes had disappeared. Eleven such 
children between the ages of 2 and 7 years showed the syndrome 
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of the nervous child and exhibited allergic manifestations with 
eosinophilia. Recovery followed the administration of sodium 
chloride alone in the mild cases (plasma sodium level 300 mg. 
per 100 cc.) and followed the administration of 5 mg. of desoxy- 
corticosterone daily in the severe cases. Salt alone did not re- 
store normal osmotic relationships in most cases. There was no 
abnormality of the blood epinephrine content in 18 children with 
pink disease. The author speculates that some toxic or photo- 
dynamic agent may injure the renal tubules in this disease, alter- 
ing electrolyte excretion and placing a strain on the adrenal 
because of its role in maintaining homeostasis. 


Role of Adrenal in Pink Disease.—Williams and co-workers 
found no constant or significant disturbance of the serum sodium 
content of 22 patients with pink disease (acrodynia) as com- 
pared with 22 normal children of the same age, although two 
patients had a low serum sodium level. The hematocrit, hemo- 
globjn, and protein values were raised, and the serum chloride 
level was lowered in pink disease, but the mechanism of these 
changes was not clear. There was no evidence of hypofunction 
of the adrenal gland as determined by studies of blood sodium 
and potassium levels and 11-oxysteroid excretion in the urine. 
A controlled clinical experiment on 10 selected patients failed 
to show any really significant difference in the recovery rate of 
the five treated with salt and desoxycorticosterone as compared 
with those who did not receive this treatment. 


Minerva Medica, Turin 
42:169-196 (Suppl. to Jan. 27) 1951. Partial Index 


*Exceptional Case of Resuscitation Obtained with Intracarotid Blood Trans- 
fusion Directed Toward Brain. A. Costantini, G. Dei Poli, E. Ciocatto 
and L. Caldarola.—p. 184. 

Twelve Cases of Nonspecific Inflammatory Articular Lesions Treated 
According t8 Lewin and Wassen Technique. L. Benacchio—p. 192. 


Resuscitation by Intracarotid Blood Transfusion.—The authors 
discuss the method of intracarotid blood transfusion directed 
toward the brain for resuscitation of human beings. The trans- 
fusion is made through the common carotid artery. This method 
is based on results of a large number of experiments in animals; 
its purpose is to supply the brain with blood more rapidly than is 
possible with intraarterial blood transfusion directed toward 
the heart. An exceptional case of resuscitation effected by this 
new method is reported. A woman, 53, with neoplasm of the 
pancreas showed signs of grave intolerance followed by col- 
lapse during the preoperatory segmental peridural anesthesia. 
Administration of the common analeptics, of oxygen through 
the trachea, and of an intracardial injection of 1 cc. of a 1% 
epinephrine solution failed. There was no sign of life, and the 
patient was pronounced dead. Thirty minutes later intracarotid 
blood transfusion toward the brain was effected. The common 
carotid artery was empty and pulseless before transfusion, which 
was given in doses of 50 cc. of citrated blood of group O every 
10 min., up to a total quantity of 400 cc. of blood. Resuscitation 
was effected by this means for the first time in man. Cardiac 
pulsations and respirations were resumed, and blood pressure 
returned to normal. However, the patient was comatose and 
paralyzed, and after 25 hours she died. The authors believe that 
intracarotid blood transfusion is the therapy of choice in such 
cases and should be preferred even to massage of the heart. 


Nordisk Medicin, Stockholm 


45:383-424 (March 14) 1951 


*Adrenocortical Activity and Immunity. M. Bjgrneboe.—p. 383. 

*Hypopotassemia. M. Osnes.—p. 387. 

Herberden’s Nodes. Follow-Up of Women After Roentgen Castration. 
O. Sylvest and N. Jarigv.—p. 391. 

Sensitization to Etolein. T. Hendelberg.—p. 394, 

Surgical Treatment of Mastitis During Lactation. A. Sjévall.—p. 397. 


Adrenocortical Activity and Immunity.—Bjgrneboe reviews ex- 
periments concerning the effect of cortisone and corticotrophin 
(ACTH) on the concentration of circulating antibodies. To 
explain the beneficial effect of adrenocortical hormones in human 
diseases the following hypothesis is proposed: In diseases where 
antibody formation is injurious, substances that inhibit antibody 
formation, i. e., adrenocortical hormones, will be effective. In 
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infectious diseases in which the course clearly shows the prog- 
nosis to depend on the ability of the organism to form antibodies, 
adrenocortical hormones will not be effective. 


mia.—Osnes discusses three cases of certain hypo- 
potassemia, one case of probable intracellular potassium defi- 
ciency, and a fifth case of probable hypopotassemia, in which 
the pathological-anatomic changes in the heart resemble those 
described in the literature. In the first two cases, with diarrhea, 
the hypopotassemia is attributed to dehydration and increased 
potassium loss in the feces; in the third, with chronic nephritis, 
the increased loss of potassium via the kidneys is ascribed to the 
nephritis. The fourth case, with alkalosis, illustrates the signifi- 
cance of potassium in the acid-base equilibrium. In all cases 
there was disturbance in the intracellular metabolism. Electro- 
cardiographic changes led to the examination of the potassium 
values in the serum. These changes—prolonged Q-T interval, 
flattened to negative T waves, prominent U waves and falling 
S-T segments—all testify to hypopotassemia. The ventricular 
extrasystoles that were demonstrated in the third case and disap- 
peared after potassium therapy may have been due to the hypo- 
potassemia. Possible shock should first be counteracted. 


45:425-460 (March 21) 1951. py: Index 


Surgical Treatment of Cancer of Esophagus. Wilkund.—p. 425. 

*Obstetrical Considerations in Essential Resctantes. G. Nordenstrahl. 
—p. 433. 

Tendency to Hemorrhage and Renal Insufficiency on Antihistamine Medi- 
cation (Desentol) During Pregnancy. S. Lundin.—p. 436. 

Tuberculous Meningitis During Pregnancy. E. Rutberg.—p. 437. 

Perforation of Alimentary Canal by Fish Bones. S. Engquist.—p. 439. 

Primary Pulmonary Sarcoma. H. Nilsson.—p. 440. 


Obstetrical Considerations in Essential Hypertension.—Norden- 
strahl says that in essential hypertension it is sometimes difficult 
during pregnancy to differentiate between hypertension, hyper- 
tension with superimposed toxicosis, and early simple toxicosis. 
The effect of hypertension in pregnancy is mainly threefold: 
intrauterine death is frequent, the infant’s weight is less than the 
weight corresponding to the duration of the pregnancy, and there 
is definite danger of toxicosis. With blood pressure of 160/100 
or more during the first half of pregnancy, renal function tests 
should be made; if filtration is reduced the pregnancy can be al- 
lowed to continue only under the strictest control. Blood pressure 
increase to 150 or 160 during pregnancy requires only weekly 
observation from the sixth month on. When the blood pressure is 
‘over 170/95 during the later part of pregnancy the critical period 
for fetal death is between the fifth and fourth week before 
parturition. For delivery of a living child birth should be in- 
duced by rupture of the membrane in multiparas and cesarian 
section should be done in older primiparas. If bed rest and other 
treatment can bring the blood pressure down to 170/100, natural 
delivery may be awaited, but hospital care during the last six 
weeks is necessary. Prophylactic vitamin C and vitamin D 
medication in all cases of essential hypertension is believed to 
be important if given in sufficiently large doses to reduce the 
fragility of the blood vessels and the tendency to premature 
separation of the placenta. 


Policlinico (Surg. Sect.), Rome 
§8:1-64 (Jan.-Feb.) 1951. Partial Index 


*Unusual Form of Surgical Splenomegaly: Anatomicoclinical Definition 
and Interpretation of Giant Follicular Splenomegaly. L. Tonelli.—p. 1. 


Giant Follicular Spl ly.—According to Tonelli this dis- 
ease is an unusual ‘form of. splenomegaly in which splenectomy 
is indicated. The symptoms are similar to those of Banti’s syn- 
drome. The spleen is greatly enlarged. The author performed 
splenectomy on two patients in whom the clinical course and 
the type of follicular hyperplasia were typical of giant follicular 
splenomegaly (Ferrata-Introzzi). Both patients had moderate 
hypochromic anemia. One had leukopenia with lymphocytosis. 
Giant follicular hyperplasia was restricted to the spleen and a 
supernumerary spleen in one case and to the spleen and the 
splenic and pancreatic lymph nodes in the other case. One of 
the patients died from bronchopneumonia 22 days after the 
operation. All the lymph nodes were found to be normal at 
necropsy. The patient with the splenolymphonodular form of 
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the disease is in good health up to now, more than two years 
after splenectomy. The author believes that giant follicular 
splenomegaly is the pure splenic form of follicular lymphoblas- 
toma (Brill-Symmer’s disease). It is rare and malignant. The 
mixed splenic and lymphonodular form and the pure lympho- 
nodular form of the disease are frequent, and their malignancy 
is similar to that of the pure splenic form. Survival for more than 
eight years after splenectomy has been reported in rare in- 
stances. Sooner or later the disease progresses into a malignant 
form, the early characteristics of the disease remaining or chang- 
ing into lymphosarcoma, lymphadenosis or lymphogranu- 
lomatosis (Sternberg’s lymphogranuloma). Therefore, roentgen 
treatment should follow splenectomy in all cases. 


Practitioner, London 


166:311-424 (April) 1951 


Chemotherapy in Pneumonia and Bronchitis. A. B. Taylor.—p. 315. 
Chanethemay in Exanthemas. H. S. Banks.—p. 321. 

Value of Chemotherapy in Surgery. E. C. B. Butler.—p. 326. 
Chemotherapy of Purulent Meningitis. H. V. Smith.—p. 334. 
Chemotherapy of Dermatology. G. A. Grant Peterkin.—p. 344, 
Chemotherapy in Ophthalmology. J. H. Doggart.—p. 349. 
Chemotherapy of Venereal Diseases. C. S. Nicol.—p. 353. 
Chemotherapy in Intestinal Infections. W. H. Hargreaves.—p. 361. 
Chemotherapy in Tropical Diseases. J. S. K. i. —p. 366. - 


Toxic Effects of Chemotherapeutic Agents. F *ascking, —p. 382. 


Prensa Médica Argentina, Buenos Aires 


38:8 15-858 (April 6) 1951. Partial Index 
Management of Patients with Multiple Sclerosis. B. B. Spota and 
D. Brage.—p. 815. 


Treatment of Multiple Sclerosis—Spota and Brage review the 
various theories on etiology of multiple sclerosis and the unsuc- 
cessful therapeutic methods used up to now. They suggest that 
multiple sclerosis is a syndrome of lack of adaptation of the 
nervous system in persons with reticuloendothelial mesenchymal 
disease. The authors treated multiple sclerosis with small doses 
of desoxycorticosterone acetate combined with large doses of 
ascorbic acid, and they obtained gratifying results from early 
therapy. They stress the importance of protecting the mesen- 
chyme and avoiding the use of drugs that may injure or destroy 
it, since multiple sclerosis itself produces demyelinization and 
microglial reaction. Cortisone therapy for the treatment of 
multiple sclerosis is suggested by the authors, who have some 
experiments in process, although they make no definite conclu- 
sions. Exact doses used by the authors are not specified. 


Presse Médicale, Paris 


§9:517-536 (April 18) 1951 


*Study of Thermal Coagulation Test of Serum Proteins in 398 Cases: Its 
Diagnostic Value in Cancer, Malignant Hemopathies and Tuberculosis. 
A. Tzanck and J. P. Soulier.—p. 517. 

Risk Associated with Deep Needle Puncture Procedures in Course of 
Anticoagulant Therapy: Massive R 1 Hemorrhage 
Lumbar Sympathetic Block. J. J. Welti and R. Breynaert.—p. 518. 


Diagnostic Value of Thermal Coagulation Tests of Serum Pro- 
teins.—Thermal coagulation tests of serum proteins were per- 
formed on 164 normal persons, on 89 patients with cancer, on 
92 with hemopathies, on 36 with tuberculosis, and on 17 with 
other diseases. Huggins’ method of determining the iodoacetate 
index as related to the total protein content of serums was modi- 
fied by the use of potassium cyanide, another inhibitor of the 
coagulation of serum proteins, instead of iodoacetate. The new 
reagent has the disadvantage of being unstable, but it does not 
cause ocular disturbances or dermatitis of the hands, as iodo- 
acetate does. Negative results were obtained in the normal per- 
sons. A qualitative defect in the proteins of the serum was 
identified by the thermal coagulation tests in 69 (77.5%) of the 
patients with cancer, but normal results were obtained in 10 
cancer patients (11.25%). Pathological results were obtained in 
19 of the 36 patients with tuberculosis, in 42 of 77 patients with 
malignant diseases of the blood, and in seven of the 17 patients 
with other diseases. Thus the potassium cyanide test as well as 
Huggins’ iodoacetate test is not a reliable biologic diagnostic 
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method for cancer. This test can at best make exclusion of can- 
cer possible, but not even that with certitude. For these reasons 
the authors believe that these tests should not be accepted as 
diagnostic methods, especially since the reagents used may cause 
untoward reactions, may be unstable, or may cause errors in 
interpretation. 


Revista Brasileira de Tuberculose, Rio de Janeiro 
18:367-508 (July-Aug.) 1950. Partial Index 


*Acute Edema of Lung Due to Inhalation of Oxides of Nitrogen. G. Bo- 
telho.—p. 371. 


Acute Edema of Lung Due to Oxides of Nitrogen.—This is a 
serious and frequent industrial accident. The commonest lesions 
are those in the respiratory tract, the type and clinical course 
of which depend on the particular oxide of nitrogen involved 
and its concentration, the duration of exposure, and the sensi- 
tivity of the victim. Prolonged exposure of workers to various 
oxides of nitrogen at low concentration causes chronic irrita- 
tion of the respiratory tract with dyspnea and pain in one or 
both lungs. Later on, chronic bronchitis, bronchiectasis, emphy- 
sema, and bronchiolitis obliterans develop. The roentgen pic- 
ture is similar to that of pulmonary miliary tuberculosis 
associated with dilatation of the right side of the heart. Exposure 
to these gases at higher concentrations causes vertigo with or 
without loss of consciousness, cough, asphyxia, and a burning 
sensation in the respiratory tract followed by pulmonary dis- 
orders, abundant expectoration of bright red blood, and, fre- 
quently, pulmonary edema. The pulmonary disorders may be 
controlled by treatment or may progress to acute pulmonary 
edema with death of the patient in one or three days. In rapidly 
fatal cases the only lesion is acute pulmonary edema. Poison- 
ing of a shock type is due to inhalation of these gases at massive 
concentration. Death is due to stagnation of blood in the pul- 
monary vessels and cessation of respiration. The treatment con- 
sists of immediate removal of the patient from the contaminated 
atmosphere, inhalation of oxygen, daily intravenous injections 
of a dose of 100 or 200 cc. of a 50% hypertonic dextrose solu- 
tion, and administration of penicillin and mersalyl. Codeine and 
barbital derivatives should be given as sedatives. Venesection 
is indicated in cases of acute pulmonary edema. The author re- 
ports good results from the aforementioned treatment in two 
cases of subacute poisoning. 


Revista Clinica Espaiola, Madrid 
40:287-342 (March 15) 1951. Partial Index 


*Nitrogen Mustard in Treatment of Psoriasis. J. G6mez Orbaneja.—p. 299. 
*Modified Boschi’s Treatment of Tetanus. C. Bravo Mateos.—p. 320. 


Nitrogen Mustard in Psoriasis——G6mez Orbaneja administered 
nitrogen mustard (tris-beta-chloroethylamine hydrochloride) to 
seven patients with psoriasis of various types and of long dura- 
tion. The drug was given every other day, in doses of 2.5 mg. 
to adolescents and of 5 mg. to adults, up to a total of three or 
five injections. In most cases it was well tolerated. Some patients 
complained of asthenia, headache, nausea, and vomiting. In one 
of the patients mucosal lesions developed, which were controlled 
by blood transfusion. The patients were observed for five months 
after discontinuation of the treatment.. In three patients, cure 
of skin lesions persisted five months after treatment. In four, 
apparent cure was followed by a recurrence within two or four 
months. The recurrent lesions were moderate in three patients 
and of the same severity as those prior to the treatment in one 
patient. The author states that nitrogen mustard is the only 
drug with constant favorable effects on psoriasis. Treatment 
should be given only to hospitalized patients in whom psoriasis 
cannot be controlled by topic treatment, since the drug may 
produce blood changes or other severe toxic effects. 


Modified Boschi’s Treatment of Tetanus.—Bravo Mateos’ modi- 
fication of Boschi’s technique is as follows: (1) lumbar puncture 
with aspiration of the cerebrospinal fluid until no more fluid 
can be aspirated and (2) injection of 20 cc. of twice-distilled 
water through the same needle. One hour later blood serum 
(in doses not specified by the author) is given subcutaneously 
and gluteally. The treatment is repeated at intervals of 12 hr. 
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for two or three consecutive days. After every treatment profuse 
perspiration occurs and great subjective improvement is ob- 
served. The author reports cure of four patients with tetanus 
with the use of this method. 


South African Medical Journal, Cape Town 


25:265-280 (April 21) 1951. Partial Index 


Chronic Suppurating Osteitis. S. Shulman.—p. 265. 

Nasal Rhinosporidiosis: Report of -— in Natal. A. M. Dick.—p. 270. 
*Herpes Zoster of Lower ee A. Shedrow.—p. 271. 

Congenital Toxoplasmosis. . Klenerman. —p. 273. 


Herpes Zoster of Lower Extremity.—Herpes zoster involving 
the lower extremities accounts for only 9% of all cases of this 
common disease. Three cases involving the lower extremities 
are reported, one of which had an associated varicella-like erup- 
tion. It is not known whether herpes zoster and varicella are 
caused by the same strain of virus or whether they are due to 
different strains of a similar virus. Although the same ganglions 
were involved in all three of the reported cases, the symptoms 
differed. It is apparent that a severe eruption may accompany 
a mild inflammatory process and vice versa. Herpes zoster may 
be symptomatic of pressure on the sensory ganglions, caused 
by an infiltrative lesion or a new growth such as leukemia or a 
lymphoblastic process, a tuberculous or syphilitic granuloma, or 
a metastatic malignant lesion. Latent leukemia should be ex- 
cluded. Differential blood cell count should be done routinely 
in every case of herpes zoster. Many cases of this disease are 
overlooked, especially when the eruption is mild and not dif- 
fuse. It is not necessary for a thick outcropping of vesicles to 
be present before herpes can be diagnosed; a solitary erythem- 
atous patch with clinical symptoms is compatible with such 
a diagnosis. 


Wiener klinische Wochenschrift, Vienna 


63:265-284 (April 13) 1951. Partial Index 
Choledocholithiasis and Calculous Disease of Gallbladder: Differences 
Between the Two Conditions. R. Demel.—p. 265. 
*Problem of Conglutinating Activity in Fetal and Infantile Serums. 
F. Seelich, P. Speiser and P. Elsner.—p. 267. 
Toxoplasmosis. E. Cuboni.—p. 272. 


Activity in Fetal and Infant Serums.—One hun- 
dred and eighty-six cord serums of newborn infants were tested 
for their ability to conglutinate Rh-positive erythrocytes con- 
taining incomplete antibodies. Results confirmed the observa- 
tions by Wiener and Witebsky that serums of infants born 
prematurely show the lowest degree of conglutinating activity 
and that this activity increases with advancing age. Despite the 
slight conglutinating effect usually exerted by the serums of 
newborn infants, the serum of premature infants may occa- 
sionally be capable of eliciting in vitro clumping of blood cells 
moderately sensitized by incomplete antibodies. Adult serums 
were treated with an excess of sensitized cells in an attempt to 
extract the conglutinin from the serums and then to use these 
adult serums as diluent to determine the conglutinin titer of 
infant serums. However complete inactivation of adult serum 
could not be obtained either with an excess of sensitized cells 
or old serums with very low conglutinating activity. Adult serums 
with very little conglutinating activity were used as diluent for 
determination of the conglutinating titer of 90 serums of infants. 
The cord serums showed little conglutinating activity, with aver- 
age titers of 1: 4.6 in infants between the ages of 2 and 14 days 
as compared to an average titer of 1: 19 in adults. It is of prac- 
tical importance that in the presence of Rh-positive erythrocytes 
containing a small charge of incomplete antibodies, the con- 
glutinating activity of fetal or of newborn infant serums will 
not always be sufficient to elicit conglutination. Thus trans- 
fusions in hemolytic disease of the newborn may be harmful 
because of the transfusion of conglutinin together with the 
erythrocytes of the adult blood. Both protein content and con- 
glutinating activity of adult blood are unphysiological for the 
newborn infant. The authors believe that erythrocytes suspended 
in plasma diluted with sodium chloride solution to the average 
physiological protein level of newborn infants is best for ex- 
change transfusions. 
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BOOK REVIEWS 


The and Pathology of Hemostasis. By Armand J. 
Ph.D., M.D., Professor of “re Marquette University School of 
Medicine, Milwaukee. Cloth. Pp. 188, with 18 illustrations. Lea & 
Febiger, 600 S. Washington age Philadelphia 6, 1951. 


This excellent manual serves to summarize much of the recent 
work in the rapidly expanding field of blood coagulation. Much 
of the work is a recapitulation of the author’s recent publications 
in the field, a field in which he is an acknowledged authority. 
The style is good, and the format is excellent. The book suffers, 
unfortunately, from a lack of scientific detachment and objec- 
tivity in many of the presentations of controversial material, for 
example, the value of the two-stage prothrombin test, Ac globu- 
lin, and Owren’s factor V. At times this is carried to a point 
where the text takes on the nature of a polemic, with but one 
side of the controversy being presented. The bibliography is 
excellent. The section on methods is extremely valuable, espe- 
cially in the presentation of recently introduced techniques. It 
suffers from the exclusion of tests that the author does not con- 
sider worth including. There are only a few minor typographi- 
cal errors, for example, in Tables X and XI. Within its 
limitations, the book serves a very useful purpose. 


Pioneer Doctor. By Lewis J. Moorman, M.D. Cloth. $3.75. Pp. 252, with 
illustrations. University of Oklahoma Press, Norman, 1951. 


This book tells of many incidents in the life of a physician 
who is genuinely interested in what he can do for the sick. 
Dr. Henry A. Christian points out, in the foreword, that it is 
such stories of medical practice that are needed today to coun- 
teract the fact that medicine has “become more mechanistic 
and less humanistic, more mechanical and less spiritual than 
in the past.” Dr. Christian says there seems to be decreasing 
interest in man as a human being as he passes through a hos- 
pital regimen of technicia:s and tests, of apparatus and machines. 
Books like this one should be a balance against such ten- 
dencies. Dr. Moorman’s professional life has been spent mostly 
in Oklahoma, where, at the beginning of the last century, he 
began the practice of medicine in frontier villages (Jet and 
Chickasha) among the rugged plainspeople whom he loved. The 
numerous humane stories from his practice are most interesting. 
After years of practice on the unplowed prairies, he went abroad 
for postgraduate study in the clinics of Vienna, then returned to 
Oklahoma City, where he became especially interested in the 
treatment and care of tuberculous patients. His knowledge 
gained in this special field is reviewed in several chapters in this 
book. Dr. Moorman was a teacher in the University of Okla- 
homa School of Medicine for many years and finally became 
dean of the school. 


Medical N . By I. Mark Scheinker, M.D., Assistant Pro- 
fessor of Neuropathology, University of Cincinnati College of Medicine, 
Cincinnati, Ohio. With foreword by Marion A. Blankenhorn, M.D., Pro- 
fessor of Medicine, University of Cincinnati College of Medicine. Cloth. 
$10. Pp. 372, with 186 illustrations. Charles C Thomas, Publisher, 301-327 
E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific Publications, Ltd., 
49 Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., Toronto 
2B, 1951. 


This is the third book on neuropathology which has been 
written by Dr. Scheinker in recent years. In this volume the 
author states that he has attempted to present neuropathology 
in its relation to internal medicine and general pathology. Much 
of the book is devoted to the relation of disturbances of the 
central nervous system to cardiovascular disease—184 of 345 
pages. In this section the author emphasizes his impression of 
the importance of functional vascular disturbances: vasospasm, 
vasoparalysis, stasis, and thrombosis without disease of the 
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vessel walls. Much of what the author has to say is controversial, 
but he does not supply sufficient factual data to permit -the 
reader to evaluate his hypotheses. In fact, the entire book is 
characterized by its superficial treatment of the subject matter. 
In the remainder of the book the author discusses cerebral dis- 
orders due to exogenous toxins and blood dyscrasias and _asso- 
ciated with diseases of the lung and liver, and neuritis. 

The preparation of this book has not received the care of 
which the subject and the excellent job of printing are worthy. 
There are several misspelled words and names. Many of the 
articles cited in the text are not included in the bibliography. 
In a few instances the author’s failure to mention modern de- 
velopments is appalling. On page 346 where the etiology of 
kernicterus and icterus gravis neonatorum is discussed there is 
no mention of the Rh factor, and the most recent reference cited 
is dated 1935 but is not given in the bibliography. On page 287 
where he discusses influenzal meningitis, the mortality is given as 
eighty-five to ninety-four per cent; no mention is made of the 
improvement obtained with modern chemotherapy and anti- 
biotics. The most recent reference to the literature is dated 1922, 
and it is not to be found in the bibliography. There are a num- 
ber of neurological disorders that are commonly associated with 
disturbances in other parts of the body which are not included 
in this book. Most noteworthy are meningococcic meningitis, 
the frequently associated meningococcemia and disturbance of 
the adrenals; the acute encephalitic disorders associated with 
vaccination and the acute infectious diseases (except pertussis), 
and parasitic infestations. 


Biometric Analysis: An Introduction. By Alan E. Treloar, Ph.D., Pro- 
fessor, Division of Biostatisttcs, School of Public Health, University of 
Minnesota, Minneapolis. Paper. $4.50. Pp. 251, with illustrations. Burgess 
Publishing Company, 426 S. 6th St., Minneapolis 15, 1951. 


The author of this book has undertaken the difficult task of 
setting forth, for graduate students in the biological and social 
sciences, the most essential principles of biometry. The primary 
objective has been to emphasize the reasoning behind the 
statistical methods. Readers who hope this book may provide a 
royal road to statistics will inevitably be disappointed. How- 
ever, the book abounds in numerical examples from clinical 
and preventive medicine, and prospective authors of papers 
reporting therapeutic results would do well to read the section 
on the fourfold table on pages 231 to 237. 

A number of subjects of great interest to medical readers 
are not represented in the index: the rank-difference method of 
estimating correlation, measurement of reliability and validity, 
Spearman’s coefficient of correlation, self-correlation, test- 
retest methods, and the problem of scoring new tests. The author 
also confuses his reader by using the word “control” in differ- 
ent senses on pages 6 and 215. It is to be hoped that this 
semantically objectionable word will soon be replaced by some- 
thing better. Aside from these criticisms the book is evidently 
written with great care; the author’s style is commendably di- 
rect, and the general appearance of the book is attractive. 


elitis. Von Dr.med. Helge Sjévall. Chirurgie 
in Einzeldarstellungen, Band 46. Cloth. 13.80 marks. Pp. 98, with 52 
illustrations. Walter de Gruyter & Co., Genthiner Strasse 13, Berlin 
W 35, 1951. 


This small monograph has two main divisions, the first dealing 
with over-all considerations and the second with special surgical 
phases. Although somewhat abbreviated, etiology, pathogenesis, 
serology and immunology have been presented well. Schematic 
presentations are concise and clear, and roentgenograms inter- 
spersed throughout the text amplify many of the postoperative 
results. An extensive alphabetically arranged bibliography is 
included. The book mainly is a résumé of many of the accepted 
methods previously described. It can be recommended as a ref- 
erence work for anyone able to read German. 
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QUERIES AND 


MASS BLOOD-GROUPING PROGRAM 

To THE Eprror:—A blood-typing program is being undertaken 
here under the sponsorship of the American Legion. Since the 
present cost of typing serum runs about 40 cents a person, we 
are seeking a cheaper source of serum, We are considering pre- 
paring serum from persons giving a marked reaction to regu- 
lar commercial typing serum, this serum in turn to be used as 
typing serum. Please advise as to the feasibility of such a pro- 
cedure, This typing program is to tie in with the civil defense 
program here. L. K. Williams, M.D., Mena, Ark. 


ANSWER.—A mass blood-grouping program would be difficult 
to justify if blood-grouping errors occurred with any frequency. 
Frequent errors have occurred when poor quality testing serums 
were employed; undoubtedly, it was the frequency of such errors 
that led to the establishment of minimum requirements for blood- 
grouping serums through the agency of the National Institutes of 
Health. Few institutions or organizations have the personnel and 
facilities for preparing serums whose quality will equal or ex- 
ceed these minimum requirements. For most institutions, the 
simplest assurance of quality is the procurement of anti-A and 
antieB blood-grouping serums from a laboratory licensed by the 
National Institutes of Health for preparation of this material. 
In contrast to the frequent errors that may be anticipated with 
poor quality testing serums, the use of high quality government- 
licensed and tested serums is a powerful assurance against error, 
particularly under the probably hurried conditions of a mass 
blood-grouping program. The physician should insist on the use 
of high quality serums as a sine qua non for the contemplated 
program and should not allow himself to be misled by considera- 
tions of pseudoeconomy. 

A tentative plan, for mass blood typing and a report on the 
typing program of Jackson, Michigan appears in the American 
Journal of Clinical Pathology, V. 21 #4 pp. 375 and 387, April, 
1951. 


MONGOLISM 

To THe Epitor:—A girl, 5, was referred to me for neurological 
evaluation, She had almost all the stigmas of mongolism, as 
described by C. E. Benda; she also had strabismus, nystagmus, 
and congenital bilateral deafness. Her twin brother is normal 
physically and precocious mentally. Is it not unusual for 
mongolism to be associated with congenital deafness and a 
normal twin sibling? 

Frederick P. Pokrass, M.D., Reading, Pa. 


ANSWER.—Mongolism is almost always present in one twin 
only if the twins are dizygotic (dissimilar). There are only about 
six cases known where dizygotic twins were both affected with 
mongolism. Homozygotic twins are said to be always affected 
with mongolism concordantly. In the case under discussion, the 
normal twin brother may therefore be expected to be a perfectly 
normal child. Congenital deafness is rare in mongolism. Since 
many persons with mongolism who would have died in previous 
years are now surviving, we may see various congenital anoma- 
lies more frequently than have been observed previously. 


CHOREA MINOR 
To THE Epiror:—!/ will appreciate authoritative advice as to the 
role of antibiotics and cortisone in chorea minor. 
Walter Newman, M.D., Springfield, Mass. 


ANSWER.—There is no evidence that antibiotics or sulfona- 
mides influence the course of chorea minor. From the evidence 
available at this time, the same may be said of cortisone and 
pituitary adrenocorticotropic hormone (ACTH). 


The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically stated in the reply. Anonymous communications and queries on 
postal cards cannot be answered. Every letter must contain the writer's 
name and address, but these will be omitted on request. 
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MINOR NOTES 


ERYTHROBLASTOTIC BABY 

To THE Epiror:—A 22 year old multipara is pregnant. She is 
Rh _ negative, and her husband is Rh positive. Roentgeno- 
graphic examination has shown a twin pregnancy. Her first 
and third babies, aged 4 and 2 years, are living and well. 
The second baby died six days after birth. The third child 
was jaundiced and pale at birth. The patient has had several 
abortions and has an Rh antibody titer, negative saline 
agglutinins and positive conglutinins through 1: 320 dilu- 
tion, Is there enough evidence at this time to decide that 
these fetuses are erythroblastotic and that they will require ex- 
change transfusions immediately after birth even though they 
may not be jaundiced, edematous or anemic at that time? 
What is a significant level of saline and conglutinin Rh anti- 
body titer? Can you describe the technique of exchange 
transfusions through the umbilical vein, with the use of 
silicon-coated tubing or catheters? | would appreciate other 
suggestions in regard to the management of this case? 

R. O. Chambers, M.D., Glendive, Mont. 


ANSWER.—The clinical history and serologic findings indicate 
that one is dealing with a pregnant Rh-negative woman who is 
sensitized to the Rh factor and is therefore apt to have an 
erythroblastotic baby. The prognosis depends primarily on the 
Rh type of the fetus. Therefore, the husband should have more 
complete Rh-Hr tests, and the blood of the two living children 
should be typed as well as the blood of the husband’s parents, 
if available, to determine, if possible, whether the husband is 
homozygous or heterozygous. If the husband is homozygous, 
the expected baby will be Rh positive and therefore almost 
surely erythroblastotic; if the husband is heterozygous, there is 
a 50 per cent chance that the baby will be Rh negative, in 
which case the maternal Rh antibodies cannot harm it. One 
must bear in mind that, while identical twins always have the 
same blood type, in the case of fraternal twins one may be Rh 
positive and the other Rh negative. 

The severity of the illness in the fetus or baby depends pri- 
marily on the height and duration of presence of the maternal 
antibody titer, though there are other factors that also appear 
to play a role. The Rh antibodies are of two main varieties: 
agglutinating antibodies, which clump Rh-positive cells in saline 
as well as in other mediums, and conglutinating antibodies 
(univalent, blocking or “incomplete” antibodies), which do not 
clump positive cells in saline mediums but do clump cells in 
plasma, albumin and similar mediums. It is only the latter type 
of antibodies that traverses the placental barrier and is clini- 
cally significant. Since a number of tests of different sensitivities 
have been devised to detect univalent Rh antibodies, the report 
of antibody titer should specify the method used. For example, 
a serum with a titer of only 1 unit by the blocking method 
would have a titer of about 20 to 40 units by the conglutination 
method, 40 to 80 units by the antiglobulin method and 100 to 
200 units in tests with enzyme-treated cells. If the antibodies 
are so weak that they can be demonstrated only in tests with 
enzyme-treated cells or by the antiglobulin method, the mani- 
festations in the Rh-positive baby are apt to be mild or sub- 
clinical. On the other hand, if the antibodies are so strong that 
the blocking test is distinctly positive, then there may be about 
a 50 per cent chance that the Rh-positive fetus will be stillborn. 
The outcome in cases with titers of intermediate values is 
roughly correlated with the height of the antibody titer, but it is 
not absolutely predictable because other factors play an im- 
portant role, especially the manner in which the case is managed. 
When the baby is born, its blood should be typed. If the baby 
is Rh positive, and the mother had a significant level of univalent 
Rh antibodies antenatally, the baby will almost surely be erythro- 
blastotic, and it is justifiable to proceed with an exchange trans- 
fusion on these findings alone. Many workers prefer to perform 
tests to determine whether the baby is clinically ill with 
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erythroblastosis before proceeding with the exchange transfu- 
sion. For this purpose the hemoglobin concentration, icterus 
index of the cord serum and tests for coating of the baby’s red 
cells by Rh antibodies (antiglobulin, or Coombs test, and con- 
glutination test) are most helpful. 

For the technique of performing exchange transfusion, one 
may refer to the papers by Wallerstein (The Treatment of 
Erythroblastosis Fetalis by Substitution Transfusion, Blood, 
Spec. Issue no. 2, p. 170, [Jan.] 1948), Wiener and Wexler 
(Erythroblastosis Fetalis: Method of Wiener and Wexler in 
Conn, H. F.: Current Therapy, Philadelphia, W. B. Saunders 
Company, 1950, pp. 160-162, and Brancato (Exchange Trans- 
fusion in Erythroblastosis Fetalis and Other Conditions, Am. J. 
Dis. Child. 80:1[July] 150). 


BRONCHIECTASIS 


To THE Epitor:—A 28 year old man has had bronchiectasis for 
20 years. Operation was refused. An x-ray of the left dome of 
the diaphragm is irregular and shows limited motion. The hilar 
shadows are thickened and show dilated bronchioles. Staphy- 
lococcus albus and Escherichia coli are present in the sputum. 
Spasmodics have been given and creosote oil by postural in- 
halation, Aureomycin was given for two weeks. After a rest 
period, chloramphenicol was given. After another rest period, 
sulfamerazine was given for three days. There is some im- 
provement. After each postural treatment the patient elim- 
inates ¥2 glass of pus. The ausculatory sounds are improving 
in the apexes of both lungs. What antibiotics are advisable? 


Jacob Aisenstat, M.D., New York. 


ANSWER.—It seems unfortunate that operation was refused 
by this patient. It appears that he is suffering from bronchiec- 
tasis of the left lower lobe. At best, the therapeutic use of 
sulfonamides or antibiotics in this patient can be considered only 
as a palliative measure, from which lasting improvement can- 
not be expected. While it might be possible, through the con- 
tinued use of aureomycin, chloramphenicol or terramycin, to so 
suppress the infection that for a time considerable improvement 
in the patient’s general condition would occur, such a procedure 
would have its dangers. There is an increasing number of re- 
ports, such as that of Woods and co-workers (J. A. M. A. 145: 
207 (Jan. 27] 1951), which definitely indicate that care must be 
taken when the newer antibiotics are being employed so that 
a superinfection with yeastlike organisms that are resistant to 
chemotherapy and antibiotic therapy does not occur. Pulmonary 
moniliasis has developed in patients receiving one or the other 
of the newer antibiotics for the treatment of bronchiectasis. 
Because of these observations, it would seem best that the pa- 
tient described should be treated with sulfadiazine or an antibi- 
otic such as aureomycin, terramycin or chloramphenicol, only 
for the control of an acute exacerbation or spread of bronchi- 
ectatic lesions. In adults, treatment with 2 to 3 Gm. per day 
of the chosen antibiotic, for seven to 10 days, will assist in con- 
trolling the exacerbation or spread of the infection. Conserva- 
tive measures, such as bed rest and postural drainage, should 
be used while the antibiotic or sulfonamide is being given. 


MEASLES WITHOUT A RASH 


To THE Eptror:—/ have seen a number of cases in recent epi- 
demics which have a typical clinical picture of measles except 
for the rash. Am I justified in stating that such persons have 


had measles? M.D., New Jersey. 


ANSWER.—Sometimes physicians assert that they have seen 
measles patients without a rash. Usually such observations are 
difficult to substantiate and yet they actually seem to occur in 
rare instances. When immune globulin is used for prevention 
there should be no rash. When measles is modified by immune 
globulin, an eruption is to be expected, but its intensity and 
duration may be greatly diminished. The only justification for 
asserting that a patient had measles without a rash would be 
the failure of such a patient to contract the disease when ex- 
posed to an early case of measles. Twenty-five years ago Tunni- 
cliff and Taylor (J. A. M. A. 87:846 [Sept. 11] 1926) reported 
a skin test for susceptibility to measles; however, the method 
is no longer in use. 


J.A.M.A., July 28, 1951 


FLUSHING OF FACE AND EARS 


To THE Epitor:—/ have been treating a dentist, 48, who for the 
past 10 years has had attacks of severe flushing of face and 
ears, more prevalent in the winter and on changes of tempera- 
ture. He feels as if he were “grippy,” with lethargy and weak- 
ness of thighs but no fever or pulse changes. The attacks last 
for one-half hour to several hours and disappear spontane- 
ously, with face and ears resuming their natural color. These 
attacks closely resemble climacteric symptoms of women. 
Except for a labile type of blood pressure, the physical and 
laboratory findings are within normal limits. | have diagnosed 
the condition as vasomotor instability. 1 would appreciate 


your opinion. M.D., New York. 


ANSWER.—Attacks of flushing of the face and ears belong to 
a group of vasodilator phenomena that may be of central or 
peripheral origin. The so-called diencephalic syndrome is ac- 
companied by flushing of the face and neck, together with a rise 
in blood pressure. It may be precipitated by a small dose of 
subcutaneously administered histamine. On the other hand, it 
may represent a biphasic reaction of an initial vasoconstriction, 
with pallor and profuse sweating and should be tested with 
piperoxan hydrochloride (benzodioxan), so that pheochromo- 
cytoma may be ruled out. A small irritative lesion near the 
vasodilator center may have to be considered. Nothing is said 
about salivation and lacrimation during attacks. Local vasodi- 
later phenomena may occur as a result of previous exposure to 
cold or sunlight, which results in a hypersensitive state. In addi- 
tion to physical allergies to cold and light, one must consider 
drug sensitivity to procaine in a dentist, which, of course, would 
most probably affect his hands but may as a result of some local- 
izing factor resuli in vasodilation and increased permeability 
on the face. If the pressure falls during such attacks then an 
allergic mechanism is more likely. The feeling of lethargy and 
weakness of the thighs may indicate cerebral vasodilation or 
edema. Nothing has been said about headache during the at- 
tack, the presence of which would then classify this as a case 
of erythralgia of the head, which often responds to desensitizing 
doses of histamine. 

Such a patient requires intensive study in a hospital under 
personal observation of a physician specializing in neurovascu- 
lar phenomena. It may be a harmless but intractable symptom; 
it may be a tumor of the third ventricle. Polycythemia must be 
ruled out even if the hemoglobin and the blood cell count are 
within normal limits. 


ANOSMIA 


To THE Eprror:—What can be done for a 50 year old woman 
who has almost complete loss of taste and partial loss of 
smell? She can distinguish only sweet, sour, bitter and salt. 
This condition followed an acute upper respiratory infection 
one year ago, when she received fuur injections of penicillin. 


Earl M. Slagh, M.D., Elsie, Mich. 


ANSWER.—Anosmia, or loss of the sense of smell, is a symp- 
tom rather than a disease. In general, for the normal perception 
of odors three factors are essential: 1. It must be possible for 
the odoriferous particles to come in contact with the olfactory 
region of the nose. 2. The mucous membrane must be moist 
and in a healthy condition. 3. The olfactory terminals and their 
nerve tracts must be normal. It will be seen that interference 
with the sense of olfaction may therefore be (a) of an intra- 
nasal or (b) of an intracranial character. The loss of taste com- 
plained of by the patient is due to the abeyance of the percep- 
tion of flavor, which depends on the sense of smell. 

If the anosmia is due to an obstruction, a foreign body or 
any one of many intranasal conditions that prevent air from 
reaching the olfactory region, surgery, to relieve obstruction 
and to permit the air to reach the olfactory region, may effect a 
cure. If, on the other hand, the nerve endings in the olfactory 
mucous membranes have been damaged from atrophic rhinitis 
or any irritant, the likelihood of relief is minimal. If the cause 
of the anosmia is intracranial, the prognosis is hopeless. Hysteri- 
cal anosmia does occur from time to time; this form is treated 
chiefly by suggestion. 
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CARBON DIOXIDE TREATMENT 
OF PSYCHONEUROTICS 


To THE Eptror:—Azn article in Time several months back reports 
that Dr. Meduna has had some success in treating pyscho- 
neuroses through giving inhalations of carbon dioxide. Being 
a stutterer, I am interested in the matter. 


Robert E. Longacre, M.D., Mexico, D. F. 


ANSWER.—The carbon dioxide therapy consists of repeated 
inhalations of a gas mixture containing 30 per cent carbon di- 
oxide and 70 per cent oxygen. The average number of respira- 
tions administered at each treatment is about 35. The number of 
treatments varies greatly from case to case, the range being be- 
tween 30 and 120 treatments. The treatments are usually given 
three times a week on alternate days. All psychoneurotic and 
psychosomatic disorders may improve with the treatment, with 
the exception of obsessive compulsive neuroses and psychotic 
conditions. Dr. L. J. Meduna, of the University of Illinois has 
written a monograph dealing with the carbon dioxide treatment 
(Carbon Dioxide Therapy—A Neurophysiological Treatment of 
Nervous Diseases, Springfield, Ill., Charles C Thomas, Publisher). 
He reported on 33 stutterers who finished the course of treat- 
ment. Eleven of these achieved 100 per cent improvement; three 
patients achieved better than 75 per cent improvement; two 
patients achieved 50 per cent improvement and five patients 
achieved 25 per cent improvement. That would mean 11 cures 
and 10 improvements out of the group of 33. 

Dr. Kindwall, Milwaukee, reported about 50 per cent im- 
provement in a group of 70 psychoneurotic patients with diverse 
conditions. Reports on the carbon dioxide treatment were favor- 
ably received by the First International Congress of Psychiatry, 
held in Paris in October 1950. 


FIVE PER CENT HUMIDITY 


To THE Epitor:—/ am the plant doctor for a corporation which 
will soon put quite a few men to work where the humidity 
will be limited to 5%. Have you information on how to adjust 
the salt and water intake for these men while working? 


Howard P. Sloan, M.D., Bloomington, Ill. 


ANSWER.—Among healthy workers, thirst alone is a sufficient 
guide to water intake, provided adequate salt entry is accom- 
plished. On a practical basis one standard salt tablet (slowly 
disintegrating type preferred) with every substantial drink of 
water is enough. In a few portions of the country, at least sea- 
sonally, the outside air provides only 5% relative humidity. 
This state is to the delight of most exposed persons otherwise 
comfortably situated. In extreme cold weather in houses heated 
by hot air, a 5% humidity is not extraordinary. In both cir- 
cumstances complaints that arise concern skin and mucous mem- 
brane dryness and cracking, and difficulty in keeping warm even 
when dry bulb thermometers register high. High altitude adds 
to discomfort due to cold when one is not in sunshine. This 
query fails to note the prospective temperature, the degree 
of air motion, and the extent of physical labor, all of which are 
important considerations. The foremost trouble, notably in hot 
summer weather, may appear on passing from the artificial work- 
room climate to the natural outside state. Metabolic adijust- 
ments quickly imposed may induce “weather shock.” The 
maintenance of 5% humidity in the presence of varying tem- 
peratures is desirable in keeping with outside weather. 


FRIGIDITY 


To THE Eprror:—What therapy should I use for a patient who 
is under nervous tension during intercourse with her husband? 
She cannot relax and reach orgasm. Would male hormone 


help? M.D., New York. 


ANSWER.—The male hormone is of considerable help to some 
frigid women, but it does not always relax nervous tension. One 
may try giving 20 mg. of testosterone propionate hypodermically 
three times a week for four weeks, or a 5 mg. buccal tablet of 
testosterone twice a day for 20 days. If the male hormone therapy 
does not help, the patient should have psychotherapy, preferably 
by a trained psychiatrist. 
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CHLORINATED WATER 


To THE Eprror:—What studies have been made to determine the 
deleterious effects of heavily chlorinated water that is used 
for drinking purposes? The water supply in our town is chlo- 
rinated but not filtered. At times it is possible to smell the 
chlorine. Could this harm the gastrointestinal or the genito- 
urinary tract? William J. Llewellyn, M.D., Nicholson, Pa. 


ANSWER.—A search of the literature did not reveal any or- 
ganized investigations on the problem of the effect of heavily 
chlorinated water on the human body. Allergic manifestations 
of chlorinated water have been reported. Many cases of asthma 
have been traced to an allergy to chlorinated water (Watson and 
Kibler: J. Allergy 5:197, 1933; Bohen: J. Allergy 5:199, 1933; 
and Sheldon and Lovell: Am. Pract. 4:43 [Sept.] 1949). In all 
these cases the asthma was relieved or disappeared when the 
patient drank distilled or unchlorinated water. 

Sensitivity to greater concentrations of chlorine and chlorine 
compounds than are usually found in drinking water has been 
reported. Cases of sensitivity to sodium chloride (Guttman: 
J. Allergy 15:395, 1944) have been reported. Cases of allergic 
dermatitis caused by dilute solutions of sodium hypochlorite 
have been reported (Urbach and Gottlieb: Allergy, ed. 2, New 
York, Grune and Stratton, 1946, p. 404). 


ACTH, CORTISONE AND 

HEMORRHAGIC TENDENCIES 

To THE Epitor:—Please let me know whether there are any re- 
ports available on hemorrhagic tendencies from the use of 

* cortisone. M.D., New York. 


ANSWER.—Thus far there has been considerable speculation 
and some suggestive experiments, but little specific evidence to 
show that increased hemorrhagic tendencies develop with the 
use of pituitary adrenocorticotropic hormone (ACTH) and cor- 
tisone. There is some evidence that they may actually produce 
hypercoagulability of the blood and a beneficial effect on pur- 
puras of allergic origin has been observed. Adrenal cortex hor- 
mones generally exercise a capillary stabilizing effect in the 
presence of a variety of stress stimuli. Proper precautions in 
their use should be observed, since there have been reports of 
gastrointestinal bleeding during the administration of cortisone 
and ACTH, presumably due to active bleeding ulcers that have 
developed or reactivated ulcers. Their use is therefore con- 
traindicated in patients with a history of an active or previously 
active bleeding peptic ulcer. Also, patients with Cushing’s syn- 
drome, a type of hyperadrenocorticism, often exhibit easy bruis- 
ability. A similar state of adrenal overactivity may occur with 
prolonged use or high dosages of ACTH or cortisone. 


EXTERNAL OTITIS 


To THE Eprror:—My 14 year old daughter has had bilateral 
external otitis. Cultures show a pure growth of Bacillus pyo- 
cyaneus. I tried local instillations of terramycin and am now 
trying streptomycin, to which the organism is sensitive in 
vitro. The results are somewhat encouraging, in that the 
edema and pain are subsiding, but the cultures are still posi- 
tive. Any recommendations as to treatment will be appreci- 


ated. M.D., New York. 


ANSWER.—Bacillus pyocyaneus is one of the most frequent 
causes for chronic external otitis infections. Most cases respond 
to cleanliness and to the local use of tincture of thimerosal 1 to 
1,000 or 2 per cent aqueous methylrosaniline chloride (gentian 
violet). Recently aureomycin powder has been used with excel- 
lent results. One should carefully clean the ear and then blow 
in the powder gently, leaving only a small amount in the ear. 
A larger amount tends to cake and is difficult to remove. Aureo- 
mycin otic solution may be used instead of the powder. Local 
sensitization to any medication is apt to occur, so that it may 
be necessary to change to another type of medication if the 
infection does not clear up promptly. Where the infection is 
stubborn and tends to recur, an attic cholesteatoma should be 
looked for. 
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FIBROSITIS AND WEATHER VARIATIONS 


To THE Epitor:—Four years ago, | began to have seasonal hay 
fever (from the middle of May to the first of September), which 
has not responded to treatment by allergists. Three years ago, 
chronic lumbago, right sacroiliac neuritis, and fibrositis of the 
cervical vertebrae developed; they give me trouble in the 
winter but go away during hot weather. X-rays and exami- 
nations by orthopedic specialists are negative. All tests and 
examinations, otherwise, are negative. 1 am 41 years old and 
feel pretty good except for chronic fatigue. ls there any con- 
nection between the hay fever and fibrositis? Why does fibro- 
sitis improve in warm weather? I have not tried cortisone or 
ACTH. What treatment would you advise? 

M.D., Georgia. 


ANSWER.—Studies of fibrositis have thus far failed to disclose 
any relationship to clinical forms of allergy, such as hay fever, 
asthma, urticaria, and angioneurotic edema. Desensitization pro- 
cedures and limitation of dietary intake of foods that give posi- 
tive results in skin tests have failed to relieve fibrositis. Anti- 
allergic pharmaceutical preparations do not provide relief of 
fibrositis in usual cases. Histamine desensitization, epinephrine, 
ephedrine, and antihistaminic drugs have been tested and dis- 
carded. 

Discovery of the therapeutic effects of cortisone and pituitary 
adrenocorticotropic hormone in rheumatoid arthritis has led to 
study of patients with rheumatic diseases, with a view to deter- 
mining whether adrenocorticotropic insufficiency is present in 
those conditions. Available information at present indicates that 
no such insufficiency is present in rheumatoid arthritis, osteo- 
arthritis, or fibrositis. 

Relationships between symptoms of fibrositis and weather 
variations have been studied. There seems little doubt that a 
relationship exists, in that many patients with fibrositis note 
symptomatic aggravation in times of rapidly changing weather. 
Factors examined included temperature, humidity, barometric 
pressure, and atmospheric electricity. Only barometric pressure 
variations have shown any close association with changing symp- 
toms. Other factors do not seem to play a part. It is worth noting 
that alterations in relation to weather are purely subjective; 
there does not appear to be an acceleration or diminution of 
organic tissue lesions in association with weather changes. 

Studies of therapeutic application of cortisone and pituitary 
adrenocorticotropic hormone have not progressed to a point 
where it is possible to recommend their use in fibrositis. One 
should consider that this condition is fundamentally benign and 
devoid of crippling effects and that present day use of these 
hormones is expensive and to some extent dangerous. Further 
study of this point is desirable, but at present, it seems advisable 
to employ more conservative therapeutic measures. Treatment 
measures currently in use for fibrositis include regulated periods 
of rest and intensive local physical therapy in the form of baking, 
hot applications, massages, and exercises. Infected foci should 
be removed on general principles. Use of analgesic drugs, such 
as acetylsalicylic acid, is helpful for relief of pain, and sedatives, 
such as phenobarbital, often help such patients to obtain restful 
sleep. 


WINE HABITUES 


To THE Eprror:—What is the difference between so-called winos 
and other types of chronic alcoholism? In my experience, the 
“winos” have been much more difficult to treat. 


Car. B. Cone, M.D., Vancouver, Wash. 


ANSWER.—*“Winos” are usually considered to be “skid row” 
type persons who drink cheap wine usually containing, accord- 
ing to some scientists, a quantity of fusel oil. For the most 
part these persons are both mentally and physically deteriorated 
when they reach the “row” stage. They continue on in “skid row,” 
are taken to jail or a chronic psychiatric hospital, or end in the 
morgue. Owing to the physical and psychiatric changes, most 
approaches have not been helpful (medical, medical-psychologi- 
cal, lay group and spiritual or moral). The “winos” are more 
difficult to treat because of their low level philosophy and sick 
mentation acquired rather early and found many times even in 
the temporary “skid row” younger inhabitant. The treatment is 
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further complicated by the fact that nearly all “winos” drink, 
sip or “slug” wine into their bodies continuously, without taking 
in food of any kind, thereby again complicating the treatment by 
the presence of food deficiency effects on their physical and 
neurological systems. 


WHISKY FOR PERSONS WITH “STROKES” 


To THE Epitor:—What effect has alcohol (whisky) on cerebral 
blood flow? Should it be recommended for persons with 


strokes? G. L. Lester, M.D., Chautauqua, N.Y. 


ANSWER.—C. B. Thomas (Arch. Neurol & Psychiat. 38:321, 
1937) states that alcohol causes a dilatation of the cerebral blood 
vessels. Stanley Cobb (A. Res. Nerv. & Ment. Dis. Proc.18:719, 
1938) believes that alcohol causes dilatation of the cerebral ves- 
sels and that many patients with cerebral vascular disease show 
improvement with the daily ingestion of small quantities of 
alcoholic beverages. Even if it does not improve the cerebral cir- 
culation or the neurological state of these persons, it may render 
their lives more tolerable and therefore be distinctly worthwhile. 


INFANTILE DIARRHEA 


To THE Epitor:—/n a reply to a query in THE JOURNAL on the 
oral therapy of diarrhea (146:416 [May 26] 1951) your 
authority states that administration of 5% dextrose solution 
given orally would not be wise because of the resulting in- 
creased fermentation. This drawback is not regarded as valid 
for rice water, which is thought to pass so quickly along the 
gastrointestinal tract that fermentation is not increased. 

The theory that there are unfavorable results from the ad- 
ministration of carbohydrates in diarrhea was originally pro- 
posed by Finkelstein and was the basis for his well-known 
protein milk. However, in subsequent years, even Finkelstein 
himself was convinced that this concept was erroneous, and 
in later writings he freely advocated the addition of sugar 
to protein milk in cases of diarrhea. The general experience 
in this country in the past quarter of a century has supported 
Finkelstein’s later views that the administration of carbo- 
hydrate is helpful rather than harmful in these cases. Although 
some degree of fermentation of unabsorbed carbohydrate 
may occur in digestive disorders, it would appear that the fer- 
mentation only affects that fraction of the carbohydrate, which 
cannot under these circumstances be assimilated. The products 
of fermentation, once thought to be irritating and to aggravate 
the diarrhea, appear to be harmless in that respect. 

L. Emmett Holt Jr., M.D., 
New York University College of Medicine, 
477 First Avenue, New York 16. 


BISHYDROXYCOUMARIN AND 
MYOCARDIAL INFARCTION 


To THE Epitor:—/Jn THE JourRNAL, May 12, in Queries and 
Minor Notes I read with great interest your answer to the 
question on anticoagulant therapy “Should every patient with 
myocardial infarction receive dicumarol® for the rest of his 
life?” | concur with your answer, and should like to add our 
own experience with anticoagulant therapy. 

We have studied a series of 150 patients with myocardial 
infarction. Half of them receive bishydroxycoumarin (di- 
cumarol®) in addition to the usual therapy. No appreciable 
difference in mortality was noted between those patients who 
received the drug and those who did not. Bishydroxycoumarin 
increases materially the per capita cost and in some instances 
added many anxious days. We believe that the rather impres- 
sive favorable statistics reported by some clinicians may have 
been due to effective suggestive therapy, which accompanied 
the medical attention given to all patients receiving anticoagu- 
lant therapy. Bishydroxycoumarin or other anticoagulants are 
of distinct value and indicated only in cases of myocardial 
infarction complicated by thromboembolic phenomena. 

Joseph B. Woiffe, M.D., 
Medical Director, 

Valley Forge Heart Institute and 
Hospital, Fairview Village, Pa. 
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RESEARCH IN THE SERVICE OF MEDICINE S E A R L 


ALIDASE® IN PEDIATRICS 


When Veins Are Small 
—One of the helpful uses of Alidase (hyaluronidase) is in the management 
of children whose veins are too small for intravenous alimentation. 
The viscosity-reducing action of Alidase allows rapid and adequate sub- 
cutaneous alimentation with relative freedom from untoward local effects. 
Before, during or after surgery, and in the many medical indications for 
parenteral alimentation, Alidase offers the advantages of speed and sim- 


plicity, eliminates the need for an arm board, obviates the risk of the needle 


slipping out of a vein and permits prolonged fluid administration with 


negligible trauma. G. D. Searle & Co., Chicago 80, Illinois. 
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graphs and drawings are returned after the article 
is published. 


PRICE LIST 


A price list describing the various publications 
of the Association will be sent on request. 
AMERICAN MEDICAL ASSOCIATION 
535 N. Dearsorn STREET, CHICAGO 10 


ey 


For 
Therapy and 
Prophylaxis 

of 

FUNGOUS 
INFECTIONS 
of the 


SKIN 


OINTMENT AND 
POWDER OF 
ZINCUNDECATE 


@ 
Powerfully 
Antimycotic 
Efficiently 
Antipruritic 


Well Tolerated 


Cures the average 
moderate to severe 
case in one to three 
weeks. 


Available at 
all pharmacies 


Wal 


Pharmaceutical 
Division 
PD-25 


WALLACE & TIERNAN 
PRODUCTS, INC. 
Belleville 9, N. J., U.S.A. 


July 28, 1951 


For personal classified advertisements the rate 
for 30 words or less, additional 
c h. 


SEMI-DISPLAY ANNOUNCEMENTS 
FOR PERSONAL CLASSIFIED ADVERTISE- 
set in indented like 


( this 
) the rate is $8. inserti words or 
additional words 300 ene h. 


FREE INSERTIONS 

Results are better when an advertisement re- 
celves several insertions, and to those who remit 
for four consecutive insertions of a classified 
advertisement, we will give my additional inser- 
tions free, provided the first four do not result in 
a satisfactory acceptance of the offer. Requ 
for free insertions must be received within two 
weeks following date of fourth insertion. 


COMMERCIAL CLASSIFIED ADS 

For classified advertisements of a commercial 
or promotional nature, the rate is $9 per insertion 
for 20 words or less, additional words 30c each. 


words each. 
EACH INSERTION. no free insertions. 


CLASSIFIED ADS ARE PA‘ PAYABLE IN ADVANCE 


BOX NUMBER ADVERTISEMENTS 

A fee of 45c is charged to have answers sent 

care of AMA. Count 4 words for box number 

instructions. Letters sent in our care are for- 
warded directly to the advertiser as received. 


INQUIRIES ABOUT BOX NUMBER 
ADVERTISEMENTS 
We are not permitted to divulge the identity 
of advertisers who have their mail sent care 
AMA. If you desire further information about 
an ad of this type. you may correspond directly 
with the ad- 
vertiser by ad- 
dressing your 
this 


letter in 
manner. 


cla are not members . county 
medical societies should submit professional ref- 
erences with their advertisements and = avoid 
delay 
The reject or modify all 
advertising in conformity with the rules of 
the Committee 
We exclude from our columns all known ques- 
tionable ads and appreciate notification from 
readers relative to any misrepresentation. 


CLASSIFIED ADVERTISING FORMS CLOSE 
MONDAY NOON 12 DAYS PRIOR TO THE 
DATE OF ISSUE 


Journal 535 N. Dearborn St, Chicago 10 


NOTICE 


1000 t deluxe thin lucent; finely 
$5 postpa qua 


ASSISTANTS WANTED 
WANTED—ASSISTANT PHYSICIANS; SALARY $5040 
e eastern state mental hospital +; 
excellent ane program ; 
B, % AMA 


training Boards. approved; 


with plenty active gt small Iowa unity; 
ty for right man anxious build 
full details ist letter. Box 1563 B, % AMA. 


PHYSICIANS WANTED 


IMMEDIATELY AVAILABLE | GENERAL SURGICAL 
y and American 


: year integrated trainin programs; includes 

ch * surgical specialties; training in 2 associated 
hospitals of 360 beds with over se admissions and 
35,000 


yea ; 4th 
two lst year vacancies Apply: J. M. Emmett, MD, Chesa- 
peake and Oh o Hospital, Clifton Forge, Virginia. 


STAFF TUBERCULOS 8 
hospital; le; age to 40; eligible for 

referable; but not essential; 
routine non-surgical i rnished home; partial 

4 to ry; ties” from 

Ruston, Louisiana; nae 10,000. Write: Dr. R. 
Fred Broach, Buperintenden Ruston Tuberculosis Hos- 
pital, Ruston, Louisi Cc 


on page 34) 
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a PERSONAL CLASSIFIED ADS 
Phone WH 4-1500 Cable Address “Medic” Chicago 
SUBSCRIPTION RATES 
Price per annum in advance, including postage: 
Domestic, $15. Canadian, $16.50. Foreign, $19. 
Domestic rates include United States and posses- 
sions, Argentina, Bolivia, Brazil, Colombia, Costa 
Rica, Cuba, Dominican Republic, Ecuador, Guam, 
Guatemala, Mexico, Nicaragua, Paraguay, Peru, 
Republic of Honduras, Salvador, Samoa, Spain, 
Uruguay. 
SINGLE COPIES of this and previous calendar 
year, 45 cents; two years old, 50 cents; three years or semi-displa 11.25 for 20 words or less, 
old, 55 cents; in other words, 5 cents additional is given for 
charged for each year preceding the last calendar 
year. 
order. Currency should not be sent unless the 
% 
All replies to key numbers are mailed the same ; 
day as received. 
de 
Send for samples: Ruth W. Gross, P. O. Box 1282, - 
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WHAT EVERY 
SMOKER WANTS 


MILDNESS 


‘WELL-KNOWN INDUSTRIAL 


REPORTS: “Of all brands — 
tested, Chesterfield is the onl; 
cigarette in which member: 
of our taste panel found 


RESEARCH ORGANIZATION‘ 


SHESTERFIELD 


29 


Copyright 1951, Liccert & Myers Tosacco Co, 
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Cssurance that 


SIMILAC is so similar 
to human breast milk 


that there is 
no closer 
equivalent 


the SIMILAC laboratory 
procedures and methods 
of preparation: 


Y fats so altered 

Y proteins so modified 

Y minerals so adjusted 

¥ vitamins so supplemented 


that there is nocloser equivalent 
to human breast milk 

for full term and 

premature infants 

throughout the first 

year of life 


SIMIVAC 


SIMILAC DIVISION 
M & R Laboratories 
Columbus 16, Ohio 


TONICS AND SEDATIVES 


This column is maintained by its 
readers. Contributions are welcome. 


Lady—“Isn't it wonderful how a single 
policeman can dam the flow of traffic?” 

Escort—“Yes, but you should hear some 
of the motorists that are held up.” 


tGs 
Dear Editor: 


“One foot in the grave” becomes a 
reality. 

A young Latin American that 1 knew 
fairly well came into the office on 
crutches. Somewhat surprised I asked 
what had happened to him. “Oh Doc, I 
broke it on the job. I’ve had it in a casket 
a little over two weeks.” 


—J. L. Dawson 


From the Philippines Free Press: 


Many real guerrillas were wronged 
when their names were excluded from 
the revised guerrilla rosters prepared by 
the PHILRYCOM. Former Sgt. Vic- 
toriano L. Naguit is one of them. He 
joined the 31st Inf., Bulacan Military 
District, on Sept. 30, 1943. As a runner 
of the outfit, he risked his life many 
times delivering confidential documents 
from one place to another, contracted 
recurrent malaria, and his eyes became 
defective, needing eyeglasses. He was 
attached to the 38th Div., U. S. Army, 
during the liberation and fought in Mon- 
talban. On April 30, 1945, he was hos- 
pitalized in a base hospital and later 
transferred to the V. Luna General Hos- 
pital, where he was discharged on May 
27, 1947. His certificate records that his 
ailment was diagnosed as von reclen 
hausen, contracted in line of duty and 
remains “unimproved.” But why was he 
discharged if his disease remains unim- 
proved? 

A NEW DIAGNOSIS 


POLICE NOTES 

“AM TIRED . . .”.—At the Philip- 
pine General Hospital where he was 
taken following an unsuccessful attempt 
at suicide by hanging, Saturnino Ca- 
ringan, 34, married, a peddler told the 
police, “I am tired of living, 1 wanted 
to die.” He was found early yesterday 
morning by his wife, Felipa Lopez hang- 
ing by the neck at the doorway of their 
house at 34 San Isidro, Dart (Paco). 
Caringan was in air condition last night 
at the hospital. —C. C. Tan 


FEELING REFRESHED 


tGs 
Helen—“What kind of a husband would 
you advise me to get?” 
Hazel—“You get a single man and leave 
the husbands alone.” 


t&s 
NURSES EXAMINATION 


Question:—What should you do for 
Hemorrhage following childbirth? 

Ans.:—Grab the uterus and run for 
the doctor. S. F. Hosp. 


(Continued on page 32) 
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At home 
or away 


there is no simpler 


way than 


SIMIVAC 


to assure uncomplicated 
infant feeding throughout 
the first year of life 


because zero curd tension 


SIMILAC 


has had: 


its fats so altered 

its proteins so modified 

its minerals so adjusted 

its vitamins so supplemented 


that 


there is no closer equivalent 
to human breast milk for 
term and premature infants 


SIMILAC DIVISION 
M & R Laboratories 


Columbus 16, Ohio 
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on ONE CRIB MATTRESS 


IN the first three to four years of life, a baby 
spends most of his time — sleeping, growing 
in his crib. Because future posture depends so 
much on proper development during this 
formative period, doctors are putting more 
and more emphasis on the choice of a cor- 
rectly made crib mattress. 


\ 


CRB 


provides the 


permanently 


firm level 


support that 


helps develop 


+ 


better 


posture 


KANTWET crib mattresses are manufac- 


tured by specialists who have pioneered in 
construction improvements to give the firm- 
ness and comfort that babies need. Many 
doctors recommend KANTWET for the babies 
in their care. It is the only crib mattress 
having all these health and posture features: 


IMPROVED DORSAL CONSTRUCTION — 


Better by actyal test — feel the difference! 


@ BUILT-IN straight line support! 


greater firmness, greater resilience, greater posture help. 


@ FLEX-O-LOC INNERSPRING — 
lasting firm resilience! 


@ DOUBLE-SEALED TUFTS — keep 
filling in place, keep moisture out! 


@ WETPROOF, WASHABLE COVER — 


good posture 
good health 


easy to keep sweet, clean, sanitary! 


ROSE-DERRY CO., NEWTON 58, MASS., CHICAGO-LOS ANGELES 


4 6 3 f 


ls something missing 
from your 
pediatric pctue? 


ALHYDROX 


ALHYDROX ADSORBED 


Die- Pert-Ter 


Builds Maximum... 
Durable Immunity 


Alhydrox Increases Dip -Pert-Tet Antigenicity — 
actual usage as clini 
studies it has been shown that Dip-Pect 
Tet Alhydrox produces uniformly superior 
levels of serum antitoxins, 1, 2,3 


Alhydrox Reduces Dip-Pert-Tet Reaction Frequency 
Prove it to yourself, Doctor... vaccinate 
25 patients with a plain or alum precipi- 
tated combination and another 25 pa- 
tients with Cutter Dip-Pert-Tet Alhydrox. 
You will see for yourself that there is a 
minimum of local reactions with Alhydrox 
adsorbed Dip-Pert-Tet. 


Depend On Dip-Pert-Tet Alhyérex—for simultan- 
eous immunization against Diphtheria, 
Pertussis, Tetanus. High pertussis count 
~-each cc. contains 30,000 million Phase 1, 
H. pertussis organisms. 


Insist on CUTTER 


—a FIRST name in combined toxoids 


CUTTER LABORATORIES 


BERKELEY, CALIFORNIA 
Producers of famous purified Dip-Pert-Tet, Plain, 


*Cutter Trade Name 
tDip-Pert-Tet Alhydrox—Purified Diphtheria and Tet- 


anus Toxoids and eee ee combined, Alu 
minum Hydroxide adsorbed. 
1. Miller, J.J.Jr.,and _diatrics, Vol. IV, Inter- 
Ryan,MaryLouise.The science Publishers, Inc 
ration of Serologic New York, 1949. 
immunity, Pediatrics 3, Costello, Cyri 
an 
2. Combin Joseph L., 
ined immuniza- 
Advances in Pe- 


Im- 


proved Methods in 
combatting Tetanus, 
M. A., 


(Tonics and Sedatives Continued) 


TURTLE SOUP 


As Mary sat sipping her turtle soup 
She gave a startled cry:— 
“I've swallowed something long and 


sharp. 
Transfixed my vitals lie!” 


The doctor brought his instrument— 
His bougie long and thin 

And quickly went in after it. 
He found a TerraPIN! 


—H. wW. G. 
tGs 


LAUGHS FOR A DULL DAY 
From St. Louis Co. Med. Soc. via Anda- 
oy Ala., by way of Cleveland Rotary 

ub. 


Taken from reports made by Social 
Service Investigators. 


Woman and house neat but bare. 
Man has ulster on his stomach. 
Man supported parents before mar- 


ria 

Wense has no job to be mentioned. 
breaking up home, friends 

ping 

Milk needed for baby and father is 
unable to supply it. 

Until a couple of years ago this appli- 
cant delivered ice and was a man of 
affairs. 

Couple have been completely stripped. 
— ey barely able to get along. 

people are extremely cultured. 
should be done about their 
condition. 


Man has diabetes and is insulated 
twice a day. 

Applicant took job as janitor in home 
for the working girls —lasted three 
weeks. 

Nice quiet home family. Dorothy has 
been out since July. 

Roomer pays no board as he usually 
godfather. 

pk have religious pitcures all 
over ig but seemed clean, how- 
ever. 

Man recently had operation but is able 
to hold any position he assumes. 

Applicant has one child, Lillian, who 
is three months old and owes twelve 
months’ rent. 

Saw woman. She has seven children. 
Husband a veteran. 

Applicant is typical real American. 
He is the father of 8 children. 

bpd y owes $45 for funeral she 
had r 

Man k hit A automobile. Speaks broken 
English. 

The daughter, Mary, is active men- 
tally and otherwise. She has advanced 
herself, but not at home. 

Family’s savings all used up—rela- 
tives have helped. 

Applicant’s wife is a lady and hardly 
— what it is all about. 

—_ nage and family got $15 from 
neighbors for moving from 


former 
address. 
Saw mother and a child—evidence of 
a father. —Lois Brooks 


t&s 


Frem the Farm Bureau Spokesman, lowa: 


LOST: Will the person who found the 
yellow leather cow purse lost in Mon- 
ticello several weeks ago, containing 
money and a school play ticket, kindly 
leave it at the Gamble Store in Monti- 
cello. —E. L. Lampe 
APPARENTLY COWS WEAR PURSES IN IOWA 
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nee; sconsin license lu H 
neralized ened 


‘xceptional staff of 16; 


xeellent 
Eau C Claire, W 


LARGE ILLINO Is MANUFACTU 
modern, approved ely anor duties include care 
of injuries minor surgery; 

t along sential; state educational back 
Sonal data; salary open. Box 1583 C, % A 


~NEW FULLTIME MD CALI. 
itati minor 13 12 


mental san urgery; 
d retirement: 45-95 coast and 


mo 
mountain eli te; salary; write personal 
_ training. Box 1589 % AMA. 


OBSTETRICIAN OR OBSTETRICIAN GYNECOLOGIST 
; having excellent clinical tacit tiles: 
tee $10, 000 Hoy percentage. Casita Hospital Group. 
fn ndio. California. 


WANTED — ANESTHESIOLOGIST “FOR [GENERAL 
hospit al*+; to serve as head of rtment 
thesiology ; 300 beds; 48 ‘rite: The South 
Side Hospital, 20th & Pittsburgh 


Pennsy! 
MEDICAL AGENCY 


WANTED 
plant; 


bassinets. 
Jane Streets, 


SHAY 
55 E. Washington Street 
Chicago 2, Illinois 

DERMATOLOGIST: Widew of 2 leading derma. 

000 yr; or. ‘Ted only 4 

have be cert. te wit with 2 dr. in 

FELLOWSHIPS: T 


intended te men, for ti praet. 
a give man whe is cipating gen ° 
the opptny. ef extensive trang. genl. surg., genl. 
GENERAL: f to start, le, draft exempt 
exeel. opp er sin 
who ane wad ee ml. ratating interne: perm., 
ee. subur 


ja C 
GENERAL w/SURGERY: te assec. w/ in south- 
te; ne with f new 12 rm. 


ure 
fully w/eurpieat ete. ; 
all ineom ng man man needs is a car. 
MOUSE PHYSICIAN: te take care ef a lot of penal 
work; also traumatic work H 
interesting: perm.; full time; $235.50 mathly, pe 
m 
INTERNIST: Ry $9600 yr 


tnership 2 yrs. to 
man 
Tex. or 


») ng for A, another spec; 
time tion paying wk. 


if. 


sur 
din will required to 
set-u sick eall rm. and first aid stations; betwn. 
$10- $12,000 a yr. onbieet te withholding and social 
gp uction of $1.50 daily te cover 
‘d. and rm.; job site ideal; climate excellent; living 


OBSTETRICIAN. 8 man orp. most of 


OPHTHALMOLOGIST: 19 man own bidg; well 
maori offers up te “$12,000 to s univ. town Se. 
ORTHO! take doctor's 


n tewn 100 mi, trom St. Louis; no other 


OTOLARYNGOLOGIST: Well known M-W . has open. 
for Am or elig. man w/serv 

PT. DEPT. “PHYS.: need is for man to be i chee. 

dept. in one of Chgo’s. better-known hospita 

Ag! open; full time. 

PATHOLOGIST: $12,000 yr. 
SE; t be cert; eal and prefer re Pitnicai 


PEDIATRICIAN: So many wonderful qpeniags for a 
elig. for Bd; ing just a 
w/erp SW 


start, 


$ mo. for 
then %; ky. In & sur ant ped. 

te ge in with thom; pres. SW. Proof 
ye Wash ere it sn’t true than an 


w/mining milling company; 
p. in addition te sa from 
dec. ‘will be allowed to use tach, priv: 
t 550 on oll. 
PLANT? PHYSICIAN: For “ioe plant & stor- 
depot; South-Central; yees; 25 bed 
& line ist-Aid stations comartes med. dept. ; 
ns liviag situation excel; $8500 
Practice F town of 0800: West-North- 


ares! now ng 
Contra 000: expenses Ob’s 
sure. if desired; office wel’ equipred; 


State train. school for deling. ado- 
its; & main. 


lescen yr. 
PUBLIC HEALTH: City-Co. health med. director conse 
travel; w/M.P.H. degree or 


parable train. 
RADIOLOGIST: Lease buy radiology practice in 


thing A. 
T full of therapy & be assoc. 
RADIOLOGIST: New my 140 beds; compensa- 


PHYSICIAN: For 50 bed care Hawaii; 
involves 


ents 
except minor work; 3 avail’ fo for 


rent for about = 
STAFF PHYSICIAN: For atomic energy research labora- 
cartied full indas. is being 


seen: ered if interested in 
fndus. m his spec. fle 
sTuDENT “Asst. director $8000 yr; reg. hrs; 


Sing Sin phys. goeninas in Calif. 


(Continued on page 34) 
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in lymphogranuloma venereum: 


“The rapid subsidence of the acute inflammatory 
processes was highly gratifying in each case. 

One gram of terramycin daily in divided doses 
apparently is sufficient to produce resolution of 
the lesions and relief of all subjective symptoms. 
The drug should be continued, however, beyond the 
disappearance of symptoms to avoid recurrence.” 


Wright, L. T., et al.: Antibiotics and Chemotherapy 
1:193 (June) 1951. 


CRYSTALLINE TERRAMYCIN HyDROCHLORIDE 


uvatlable | Capsules, Elixir, Oral Drops, Intravenous, 
Ophthalmic Ointment, Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER ® CO., INC., Brooklyn 6, N. Y. 
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A SOLUTION TO 


e@ Developed to meet the require- 
ments of doctors. 

e@ Controls the flow of liquids in 
accurately measured amounts 

ssens regurgitation... 

@ Reduces aerophagia . . . colic 
caused by air swallowing. 

e Especially successful in feed- 
ing cleft palate and premature 
babies. 


THE VITAL 


. MOST NEARLY 
SIMULATES 
BREAST 
FEEDING! 


SIMPLE—SAFE 
SANITARY 


Fits into neck of 
Davol Nipple! 


(Side View) 


( Top view) 


Only Nursmatic Nurser has all these 
outstanding features « Insta-Valve e 
Davol ‘‘Dual-Purpose’’ Nipple e 
Nursmatic Plastic Collar « Sanitary 
Slip-on Hood ¢ Diamond-Grip Dura- 
glas Bottle « Easy to Clean and Fill. 

Now used by leading doctors and 
hospitals in Chicago and Los Angeles. 
Soon available in your city. 


Write for full information 
Manufaciured and distributed by 
NURSMATIC CORPORATION 


Chicago Daily News Building 
Chicago 6, illinois 


(Continued from page 32) 


fied; n Indiana ore open; opportunity 
_of Box 1576 C 


WA NTED—ASSISTANT PHYSICIANS; SALARY $5000 

to $7090; ; eligible for Boards 
or Board certified; o $9000; write giving 
training and experience. Box 1591 %, % AMA. 


~ WANTED—PHYSICIAN TAKE OVER. (GEN. 
practice; ea; southern Colorado; 
$18,000; only sconabte price for equip- 
Seat: elderly physician opposition wee n 2000; 
desire to take residency. Box Cc, A. 


PEDIATRIC IAN—BOARD CERTIFIED OR ELIGIBLE 
for association; in group operatin . 

excellent clinical facilities; guarantee 

centage. Casita Hospital Group. Indio, California. 


WOMAN PHY SICIAN — TO DO OBSTETRICS 3; AND 
pediatrics; in small Michigan community; excellent 
ae aati salary $7500; 1 month vacation. Box 


NTE HOU SE PHYSICIAN; FOR MEDICAL 
330 bed genera! hospital.*+ Apply Box 1588 


WANTED _- MEDICAL DIRECTOR | AND su PERIN- 
tendent ; for tuberculosis hospital; northwestern 
position ll be filled by September Ist. Box 1475 


ASSISTANT MEDICAL DIRECTOR--FOR TB Hos- 
pital +; in Ohio; sala 7 r year; plus furnished 
For information rite: Box 1592 Cc, %& 


MEN AND WOMEN PHYSICIANS—FOR 2600 BED 


80 

upon experience; complete main- 
at nominal cost; — required. Cleve- 

"State Cleveland § Ohio c 


OvR SSth YEAR 


FORMERLY ATH 
om floors 185 N. WABASH* CHICAGO 
ANN WOOOWARO, 
ANESTHESIOLOGY 
BI) Sox’ yr contract jeold area ,000 
B2) Ass v pract anes;Pac NW;............ to $16,000 
B3) Dipl; dept ;340 bed hese 15,000 
ASSISTANTSHIP | 
C83) GP; ;By ovens orp;twn 12,000;Minn....to $12,000 
C84) GP ory & indus pract;rural twn;W.Va...... 12,000 | 
PHTHA LMOLOGY OTOLARYNGOLOGY | 
85) Oph; grp;o 5,000 | 
86) Oto;Ass’n;Cert priv pract;SE..$14,000 
87) Oph; Dipl or elig; p;200 bd hosp;NW. .$18.000 
88) EEN&T;Dipl;Ass'n sige city;Fla.....0PEN 
GENERAL PRACT! E 
5) Duties GP & surg;hosp grp..... $7200 rising $18,000 
6) Ass’n;fine grp;twn 20,000 nr NY;in NJ...... 14,000 
7) Ass’n;:priv mine pract;Class A;W.Va....... 14,000 
8) Ass’n;5 man grp;twn 2 vy 15,000 
9) Location;excel co-op;twn 38,000;Okla......... 12,000 
10) G surg’! wor 12,000 
11) Ass’n;priv pract;consid Surg;0B;:N.Mex..... 12,000 
12) Ass’n;orp; poe med & OB;Ala.......... 12,000 
TERNAL MEDICINE 
75) Dip! or n;lge gre: scoll twn;NW..... 15 000 
76) Ass’ pract; ardio des;lowa...... 15,000 
77) Ass'n;world famous San;emp gastro;Necen. . 12 000 
Dipl; :Chief of "Med: Ige hosp;orp;Kansas..... 12.000 
Midw twn;Dipl..... 12,000 
BSTETRICS-GYNECOLOGY 
pract;early prtnship;Midw........ 15,000 
N70) dept;i2 man Ige East... .$12.000 
N71) Eminent grp;fine $12,000 
ORTHOPEDIC 
063) Gov't project;2 yr contract;cold area........ 
064) Dipl;Ass’n;20 man ae nt grp:Midw....... 15,000 
065) Dipl;ass’n;cert exas...... 12,000 
PATHOLOGY 
P82) Dipl;Hd dept;lge hosp; Fl: will reach $20,000 
P83) Dipl:Hd dept;400 bd stge city;East..... 18,000 
P84) Dipl:Hd dept :650 bd 15,000 
P85) D r 3 hosps;Dip! req;N.Y............ 15,000 
P86) Ass'n:s rp:no path in area;Alaska;min....$12,000 
P87) Dipl: iid pt;new hosp ;tropical island 12,000 
PE 
Q71) rood 8 man grp:pref Dipl;Oregon....$12,000 
Q72) A pitwn 22,000;Texas.............. 12,000 
Q74) Ass'n with cert ped;city 300,000;sal;%...... OPEN 
PSY cH TATRY 
R37) Medical Dir;ige State hosp;central........... $8,250 
| Dip!;Supt;sm :East :full plus..... $12,000 
| R39) Dipl,Neuro or Psy;Hd therapy dept;Midw....OPEN 
WEALTH 
$15) Direet School pr ;100,000 children....... 9,200 
$16) Chief; of United ” at... .$9,500 
$17) County P p 70,000; 9,000 
RADIO 
T60) Dipl; dept;325 bed ge city;Wisc....OPEN 
T62) A city 68 sInd;% plus...... 
RES SIDENCY 
| U3) Gen’I;male or fem;new bd hosp;Pa........ 
U4) Ortho surg;i40 bed hosp;W.Va............... ,000 
SU RGERY 
W48) Ass’t;By qual GYNcprie pract;nr Chgo...... OPEN 
w49) pract;twn | iKy & sal... . OPEN 
w50 n;25 man grp;later %; ige tw n;SW...... the 
w5!) Ate’ man grp;int’d trauma; Wis to $10,000 
TUBERCULOS!I 
xe) ) Supt;State san;SW ;house;maint;cook......... $9.100 
X17) Med Dir &Supt; 120 bd san; ‘Midw:tuli maint..OPEN 
UROLOGY 
Y31) Ass’n;excel grp;priv hosp;ety 70,000;SW..... $12,000 
Y32) —_ cert urol pract; $7.500 
Y33) A with cert urol 40,000;West... OPEN 
Y34) orp 30,000 ; NW...OPEN 
if none of these openings ae = requirements ome = 
prepare an i idual 
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| in REHABILITATION THERAPY 


For the 
stimulation of 
innervated muscle 
or muscle groups. 


Medcotronic 
Stimulator 
Write for 
literature 

COMPANY 

Tulsa 12, Okla. 


MEDCO PRODUCTS 
3603 E. Admiral Pl. 


. « for nursing bot- 
tles. "Instantly applied; 
stays in place. 
for identification and 


Hospital 
dealers. Samples on 
request. 


THE QUICAP CO., INC./ 
110 N. Markley St., Dept. 6-62 pen 
wun Greenville, S. C. 


PRESCRIBE OR DISPENSE 


ZEMMER 


A complete lif of lobes ory 
controlled ethical 


Write for 
to the al Profession 
3 


since, | 


THE ZEMMER COMPANY 


Oakland Station + Pittsburgh 13, Pa. 


ween YOUNG PEOPLE 
rst Sex The Story Life ® In 
Training ® x *- Life © The Age of 
furnishing guidance from earliest age to 
25¢ @ Set of five in file $1.00. 
ADULT REA 


FOR DING 
SEX EDUCATION FOR THE PRESCHOOL CHILD 
By Harold E. Jones and Katherine oe. 12 pages. 15c. 


SEX EDUCATION FOR THE Li. YEAR OLD 
By M. Marjorie Bolles. 12 pag 5e. 

SEX 10N FOR THE ADOLESCENT 

By G e W. Corner and Carney Landis. 20 pages. 


ox EDUCATION FOR THE MARRIED COUPLE 
Emily Hartshorne Mudd. 12 pages 
SEX EDUCATION FOR THE WOMAN. AT MENO- 
By Carl J. Hartman. 12 p . 
, Set of 5 titles as above, 50 
AMER. MED. pan, 535 N. Dearborn Chicago (0 


34 
~ 
| | 
| 
3 
3 1 
NEW 
DISPOSABLE NIPPLE COVERS 
= a formula data. Used b 
| 
4951 
| 
| 
: = = 
t By Thurman B. Rice, M.D. 
| EDUCATION 
| 
| 
Bee | 
| 
4 | 
ANALYSIS APPLICATION FORM. Strictly Confidential. 


Upjohn Adrenal Cortex Extract 


~ 


| | 
| 

> 

stress 
a 
| | 
146 
951 
| R 
Upjohn 
for Medicine... Produced with care... Designed for health 
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Write: F. 


ackson, Louis 


WANTED—STAFF PHYSICIAN; FOR MODERN 336 
berculosis sanatorium; in pleasant surroundings; 


tu 
yearly salary $4800-$5400 in addition to complete family 


maintenance and furnished new m apartment or 
room cottage. Send all information and recent pic- 

ture Ist letter to: Superintendent, “North — State 
Tubercul losis Sanatorium, San Haven, North Da kota Cc 


PSYCHIATRIST —LIVE IN Tow 
house provided; nge $400- $750 plus family 
maintenance; orga’ 


ized like private prention emphasis on 
_Wr ite: Superintendent, Box 390, Blackfoot, Idaho. Cc 


general hospital; in Detroit num ye 
tunity for in ral pr Betton. 
Apply: Tyo North Detroit General Hospital, 
Detroit 12, Michig Cc 
ACTIVE PRAcTiCE—AWAITS ENERGETIC GEN- 
near Friendship 
u 


alizing; reasonable rent. Box | AMA. 


ROENTGENOLOGI ST—FOR FULL TIME RESEARCH 
school; half-t 


g. to 
limited for interested in radiologtea 
— ary $8000 to $10,000 per year. Box 1 


n lower Dela small communities; nearest doctor 
10. If int contact: Joshua Turner. President 
Lord Bal nee ‘Lions Club, Ocean View, Delaware. ae 


~ WANTED — CERTIFIED OR BOARD ELIGIBLE | 
ann ; with endoscopic training; for large 
d-west clinic. Box 1545 Cc, % AMA, 
OPHTHALMOLOGIST W NTED — BY CALIFORNIA 
well- opportunity. Box 
1547 C, %AMA 


OLDER OR SEMI (RETIRED OPHTHALMOLOGIST 
t 


ep on medical and =e ical progress; 
work pert, E office ; 
$500 m month salary. Box 1494 C, % ‘AMA 


FOR | REASONS OF HEALTH THERE 1 IS AN OPEN- 
in for é vemns oung doctors who wish to genera 

toge ew England country omens yearly — 

income ful office and house f 

$35,000. x 1543 


WANTED — PHYSICIAN: STATE 
beautiful home; ful maintenance; 
modern ho spital; general 


IN 
new 


1528 C, % “AM 
GENERAL PRACTICE; 
contract mines; nurse, hi 


month and extras should van $300; avail. 
ryt furnish your own car; at once. Box 1537 C, % 


WANTED—PSYCHIATRIST; TO ‘0 DIRECT ‘CHILD GUT- GUI- 
dance clinic; mid-west university town of 100,000; 
ay of university affiliation; salary open. Box 153: C, 


expanding pee actice; 36 yr rite: Drs. 
Beaver, Yengling and Brooks, Walla Walla. Washington, € Cc 


DESIRABLE ASSOCIATION IN 
pit rivate laboratories; with well pees 

board state particulars of personal and pro- 

fessional qualifications in ‘arst letter. Box 1526 C, % AM. 


LAR EASTERN RAILROAD—IS IN NEED OF A 


GE 
full time ician; in Ohio and Pennsylvania. 
Box 1527 C, % A 


APPALACHIAN HALL 


ASHEVILLE NORTH CAROLINA 


Appalachian Hall is located in Asheville, N. C. pe ville 
ustly claims an unexcelled ear round climate for 
alth and comfort. All natural curative agents are aay 

such = occupational therapy, shock t 

apy, seback riding, etc. Five a 


goll cou courses vailable Ample 
‘or a of patien single or suite 
with every com 
For rates and further intepmaasion, write 
Appalachian Hall, Asheville, N. C. 


WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


FOR THE DOCTOR'S LIBRARY 
Sections, 


On Approval—Direct from 
Factory at 40% Saving 
Buy direct to meet your 


immediate 
and add section 


library We 
responsibility for match- 
& 

Furnished in different > 
signs, woods and fin 
Endorsed by over 250, “008 
users. Write for catalog 
No. 3-751. 


J. LUNDSTROM 


Little Falls, Mi Y. 


Made for better 
homes and offices 
since 1899. 


Names of Classified Advertisers ‘se tex 


cannot be given out by THE JOURNAL. wai 
do not ask for them. 


The SEX 


IN MARRIAGE « By | 


prectical 


E Hutton M D 


riage essful on the se 
the technic of t 


—Hygeia ( ee eked hed by the Am 
yeeia (publis y 

Tells couples what to do before, during and after 
sexual intercourse. Includes Sex Practice in 
Marriage, Frequency and Methods of Intercourse, 
Impotence and rigidity, Sexual Difficulties, 
Mutual Adjustments, etc. 

Price $2. postage. Guarantee 
Emerson Books, Inc., Dept. 19th St., N.Y. 11 


Medical Assn.) 


MARTIN ALL-PURPOSE CHAIR TABLE 


Universally adaptable for 
treatment 
and examination, for proc- 
toscopic work, etc. Its ex- 
ceptional versatility of use- 
fulness is all that its name 
implies — an all-purpose 


by 


minor surgery, 


table. 


Send coupon below for further 
details and illustrated folder. 


Dealer’s Name 


SHAMPAINE CO. 


1922 SOUTH JEFFERSON 
ST. LOUIS 4, MISSOURI 


J.A.M.A., July 28, 1951 


ennessee; some toxicology; excellent hous ; low 
10.000. New York Medical ange, 
Fifth — New York, New York, Patricia 
Edgerty, Director 


RESID DENT PHYSICIANS NEEDED—ORTHOPEDICS: 
ediatrics; radiology; ENT and medicine; salaries f 

to 50 also approved general 

Speen gg salary $350; American citizenship required; 


550 acu 8; rn, well-equippe ~. unty hospital + 
staff rtici pation; locate in community of 
115,000 populat ‘Adminis 


strator, Kern General Hospital, 
Bakersfield, Calitert ia. 


INTERNIST WANTED—BY OHIO CLINIC: must 
um cons: ve 
ist letter. 72! 725 C, % AWAY 


Che 
Medical 
Bureau 


PALMOLIVE BUILDING CHICAGO 
ANGST A74 dept., 
services ; percentage w wee 
ASSISTANTS HIPS: (B68) Gen’l. prank res 


act; town, San F 


rancisco 
roup duties include ob., ‘sisting: Wi Wise. 
(B71) Gen'l. and surg. pract. with i 
‘ 40- 
resort 


(B72) Dipl; town, 
sur ; 

» 

logra miliar with eal large, 

27 man group; 


teachi inp 
EENT: (E71) Oph. te succeed 
coileg Ay n, 40,000; 
ti k 
nationally nown 
by rations (E73) Oph. or ote. to 
with oto., Dipl; Long island. (E74) 
to head depts., 17 man 


$30,000 after estab: town 
GENERAL (F45) Long estab. group; 
univ. 


juties incl. ob., as- 


pany in Asia. (F 
and resort town, s 

INDUSTRIAL MEDICINE: (G70) Med. Dir; 
Med outstanding man .required; $15-$20 


ed. Dir. and asst. dir; new 
4, employees; town short dist., 


Se. 

nr (H18) Head dept. small 
univ. town, 000, Pac. NW. (H19) Ass'n. 
Board internist: univ. ei : part 


(H20) Gastroenterologist; oup; univ. 
ter; West. (H21) Ass’n. with 2 


with 
ip. 


ernists; 


pract; ‘resid. town, NY State, (M22) To join 


18 subspecia diseases of : 
asthma a" the; large univ. - 


OBSTETRICS. ‘GYNECOLOGY: (379) Head dent. 
e180) pity ob-gyn ‘ inie; 


onritaesteat™ (K10) Head dept., 26 man group; col- 


lege t 65,000; MW. ory Head on. H 
town 40,000; ¢e center large oil industry; Texas; ear 
PATHOLOGY: (L22) Dir. dept., 250 bed hosp; . OX- 
ceeding city, (L23) Gen’l. hosp., 
250 beds; i will double; % or salary; 
college town; Penn. (L24) Dir. new dept. and serve 


as consultant; 15 man clinic; partnership tater’ sw. 
(L25) — dept., hosp; heavy teaching load; 


Mw und $18,000. 

PEDIATRICS: (M80) Head dept.; 12 man elinie; large 
city, univ. med. ¢ West. 1) Ass’n. with 2 
Board pediatricians; wale. med. ppor. facu 

ts; SW. ( ) Head dept., smali roup; resi 
n near univ. center, So; $1,000 monthly, ist yr; 


town 60,000, 

PHARMACEUTICAL INDUSTRY: qual. in 
field of infectiou and, also, MD qual. in 
nutrition; mpartant positions with one of 

(rio) 


to head de — 
Dipl., sn 
priv. ini. center, 
(P12), group; univ. med. 
center; East. 
RADIOLOGY: tr) To assoc. with rad. group; 
standin Mw center. 
take and serve 


out- 
175 hosp; New Engl jand. 
dept teirly large city, %; mini- 


mum, $20, 
RESIDENCIES: ($57) $30 MEDICINE and 
NEUROLOGY; fully approved: teaching hosp. 
hosp; Ohic; $400-$ 


surgeon, qual. thoracic surg 

man college town, 

TUBERCULOSIS: ied. Dir. and Supt; 125 bed 


Please an ANALYSIS FORM so we ore 
Survey of opportunities whi meet 


DIRECTOR 


(Continued on page 38) 


insti 
POSITION VACANCIES — LOUISIANA; OPPORTUN] | fest, con- 
ties for staff psychiatrists and clinical director; salary enlemenee 
range from $6600-$8400 per year; furnished cottage and r «= ee? the diag-. 
maintenance for self and family; requirements, graduate nosis and 
of class A medical school of the United States or Canada; treatment 
orders, 
be and drug 
or 
town 
sisting surg; ear GP to serve as 
ee ee county phys; attrac. location, if; will have 2 part- 
time assistants; home provided. (F47) Small group; 
resid. town, pane ‘area; partnership. (F48) Group 
ass’n; 12 specialists; sarge city. univ. med. center; 
West. (F49) Clinic serving employees, Amer. i 
— niv. 
1951 
med. 
é 
= 
i 
\ ig / 
—= 
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Reasons for the clinical effectiveness of Furacin® 
; 4 include: a wide antibacterial spectrum, 
On [s tandin i including many gram-negative and 
gram-positive organisms — effectiveness in the 
presence of wound exudates — lack of cytotoxicity: 
A Ul / [s no interference with healing or phagocytosis — 
water-miscible vehicles which dissolve in 
4 exudates — low incidence of sensitization: 

wat / l less than 5% — ability to minimize malodor of 

infected lesions — stability. 


a | Furacin preparations contain Furacin 0.2% 
Furacan prep 


brand of nitrofurazone N.N.R. dissolved 
in water-miscible vehicles. 


The effective antibacterial action of Furacin 
can rapidly abate malodor. Such benefit has 
been reported in a variety of conditions: 
diabetic gangrene, varicose ulcers, chronic 


wounds, malignant lesions, otitis media.* ON” at 
*Downing, J. G. et al.: J.A.M.A, 133:299 1947. oF ust secon 
1948 ar N. C.: Indust. Med. 16:128 


ur at 
1947. Long A-B-C’s of Sulfonamide and any AVAILABLE, Son 


Antibiotic Neteac Philadelphia, W. B. Saunders, 
1948, p. 152. Meyer, J. H.: J. Internat. Coll. Surg. 
13:748 1950. 


Literature on request 


NORWICH, NEW YORK A unique class of 
antimicrobials 


FURACIN SOLUBLE DRESSING ® FURACIN SOLUTION © FURACIN ANHYDROUS EAR SOLUTION 


for example: 
Ye N. orur a." 
¢ 
° 
NITROFURANS 
/ 
A B/O/ RJAITO R/VE/S 
/ ) 


The 

Office Jewel 
You'll be Proud 
to Own... 
with the 
SPEED 

and SAFETY 
You'll Prize 


NEW PELTON FL-2 AUTOCLAVE 


Here is equipment that not only dignifies and decorates 
the professional office, but, at the same time, dispels fear 
of post-operative infection. Its 6 by 12-inch pressure 
chamber offers the ultimate in positive destruction of 
spore-bearing bacteria. And the FL-2 is as fast as it is safe. 
It reduces the time between consecutive sterilizing periods 


from many minutes to seconds. 


SPECIAL PELTON CABINETS 
for FL-2 AUTOCLAVE 


These two new Pelton cabinets have 
been specially designed to accommo- 
date the FL Graceful lines and qual- 
ity construction are in keeping with 


the Autoclave’s beauty and efficiency. 


The FL-2 is a long-time investment. You 
will not regret waiting for delivery. 


MODEL 40 


PELTON 


THE PELTON & CRANE CO., 


DETROIT 2, MICHIGAN 


(Continued from page 36) 


practi borde Spa desira 
necessary; eligible Texas “full particular 
and Qualifications in te letter. — 1 


INDUSTRIAL PHYSICIAN — Se 


ifth ‘Avenue, York, York, atricia 
__Edgerly, Direc Cc 


PHYSICIAN — INTERESTED GENERAL PRAC 
assist bus “S large Illinois industrial 

dig; association right party after lst 
including draft status Ist letter. 


year; 
Box 


PHYSICIAN TUBERCULOSIS SA SANA. 
torium; salary $5000-$(000; maintenance t be 
eligible for North Carolina Noone. Fors h' County 
Sanatorium, Winston-Salem, North Carolina. 
WANTED—BOARD ELIGIBLE OR BOARD CERTI- 
fied ophthalmologist; for large mid-western group, posi- 
now; write for details. Box 1501 C, % 


CALIFORNIA BUREAU AGENCIES; 


for physicians edical and scientific 
personnel; write application 
free. 24S. Los Robles Ave., Pasadena |. Califor Cc 


WANTED—PHYSIC IAN; TRAINED IN OBSTETRICS 
and gynecology; as associate to diplomat American 


rd; East; please give record of esining. references, 
salary expected. Box 1531 C, % AMA. 
MEDICAL DIRECTOR—LIFE INSURANCE COM- 
pany; East; to $i 5.600; New ver 
Avenue, New York, N we 
Patricia Director. 


AND WESTERN STATES COM- 


Bureau, A gency, | 1406-1412 —— Tower, 703 Market 
_ Stree San Franeiseo 3, Californi Cc 


WANTED—YOUNG PHYSICIANS; FOR INDUSTRY, 
radiology, pathology, student health, 

New York 8s Medical gon : East 42nd Street, New Yor 
ew York. 


"INDUSTRIAL, PHYSICIAN — OKLAHOMA; “SOME 

9g; $7800 plus benefits. New York Medical 
Exe Fifth “Avenue, New York, New York, 
Patricia Edgerly, Director Cc 


THE sou TH OFFERS EXCELLENT OPPORTUNITIES 
for young doctors; we would enjoy finding the positio 
you seeking. edical Placement and 
768 Juniper Street, N.E., Atlanta, Georg c 


INSURANCE PHYSICIAN — YOUNG; ASSIST 
medical director; Ci $9000. New York 
Medical Exchange, Fifth Avenue, New York, 


New York, Patricia Director 


INTERNS AND RESIDENTS WANTED 


The *® signifies a hospital a approved for intern. 
ships and the & approved for residencies in spect- 
alties by the omen on Medical Education and 
Hospitals of the A. M. A. Consult Council's ap- 
proved list for types of internships and residencies 
approved. 


ANESTHESIOLOGY — APPROVED RESIDENCY AT 
eastern Maine ea Hospital,*+ Bangor, Maine; 

training all p rm 1 and 2 
ear Write: Clement 8S. Dwyer, 
, Department of Anesthesiology. Db 


J.A.M.A., July 28, 1951 


omne AVAILABLE—ONE YEAR RESIDENCY IN 

cardio ; e good salary 
plus full maintenance; 200 bed hospital + “for treatment 
of acu umatic fever and acute rheumatic heart dis- 
in children. Ap Reverend Mother Superior, 
.M., Superintendent, St. Francis Sanatorium, Ros lyn. 
Long Island, New Yor 


SURGICAL RESIDENC Y¥—BOARD APPROVED: OPEN- 
ings available for men and w ; $150; complete — 
tenance; uniforms roe teaching progr 
active service. App urphy, Administrator, 
Mid State Baptist 2000 Church Street 
Nashville, Tennessee. D 


WANTED—TW RESIDENTS; 


Hospital, + 
IMMEDIATE OPEN. 


per mon 
bed ‘Counts Hospital, 


Mia mi 43, Flo 


FOUR YEAR» SU RGICAL RESIDENCY APPROVED 
the American Board of Surgery; 290 bec 
0 


PO Box 1017, 


Saint Barnabas 
reet, Newark, New Jersey 


PATHOLOGY RESIDENCIES—IN A 
urban 360 bed hospital * +; for $; fully 
in anatomy ‘a * 
Gy; salary depending on experience. Apply: Di- 
rector, Department of Patholog ey. Abington Memorial 
_ Hospital, Abington, Pennsylivan D 


RESTDENT—FOR 175 BED COUNTY “TB HOSPITAL: 
in Ohio; approved for residency; single physician pre- 
ferred; caters 250 per month less $35 for room and boar 
Apply eitelbaum, Superintendent, Mahoning 
quetcbel Sanatorium, 4880 Kirk Rd., Youngstown, 
D 


i 
Hospital, 


OTOLA 
approved residencies; EENT ho 
11,142 Apply: 
rector, Los Angeles Eye and Ear Hospital, 
Los Angeles lj, California. D 


INTERNSHIPS — ROTA APPROVED; 
openings available; program; 
$125 per month; complete maintenance and unifor 
furnished. Apply: Robert M. neg Administrator, 2000 
Church Street, Nashville, Tennessee D 


WANTED RESIDENT PHYSICIAN—IMMEDIATE 
pointment for mixed rotating residency ; excellen 

— for experience and study; $240 plu 
nance per month. Apply: "Superintendent, P Elyria Memorial 

Hospital, + Elyria, Ohio D 


RESIDENCIES VACANCIES — RESIDENCIES 
available medicine; X-ray 2nd 

3rd year; obstetrics; pathology Ist, 

fully approved; excellent educational service. Avly: 

Miami Valley Hospital,*+ Dayton 


OPHTHALMOLOGY A D 
Boa d AMA 


TWO 
sa 


WAN ‘TED—BY CERTIFIED INTERNIST; A BOARD 

eligible internist; especially well trained in —- 
terology ; 200,000; 
for one w w to 


in 1952; 
ead fully accredited t 
Max Ritvo, MD, 
chusett 
RESIDENCIES — AVAILABLE IN MEDICINE AND 
pathology; 500 bed eae — *+; 60 miles from 
New York. Apply at one Administrator, Bridgeport, 
Hospital, Bridgeport, D 


RESIDENT—PERMANENT OR TEMPORARY ; 70 BED 

general hospital; very active surgery; high ry and 
maintenance. Shore Road Hospital, Shore ond 91st 
Street, Brooklyn, New York. D 


APPROVED SURGICAL 


aching hospital.*+ Apply: 
Boston City Boston 18, Ma 


RESIDENCY — 

in 3 year graded program; effective at once; salary 
$150- $200: ~ required. St. Elizabeth Hospital, 
Lafayette, Indian _D 


"WANTED PHYSICIAN—IN STATE Tu. 


— sanitar previous _ ng unneces- 
sary: er sa complete 
intendent, Montana State Tuberculosis 
Deer Lodge, Montana. 


RESIDENT—AS CHIEF; “PREFER ONE WIT 


Pennsylvania license; mostly surgical patients ; 
plus full maintenance. Taylor Hospital, Ridley Park, 
D 


WANTED—RESIDENTS PSYCHIATRY; SALARY 

$4400 per annum; large eastern mental hospital +; 
approved ; excellent program; training for 
Box 1581 D, Ye A’ AMA 


RESIDENCIES | — AVAILABLE “JULY 1, 1951 : TO 
graduates of class A medical schools; internal medicine, 
surgery ; 330 bed fully approved general hospital.* + 
Apply: St. Elizabeth _ Hospital, Youngstown, Ohio D 


SURGERY RESIDENCY — AVAILABLE NOW; ——s 


of Oklahoma Hospitals.*+ Write: Robert C. 
a Director, 800 N. E. 13th, Oklahoma 
city, D 


sU RGICAL RESIDENCY- —AVAILABLE NOW AT THE 
Brooklyn Cancer Institute; 1 year; 90 bed hospital * + ; 
outpatients service; $1380 per annum and maintenance. D 


WANTED—RESIDENT;: 150 BED MODERN GENERA RAL 
voluntary hospital; approved ror ; maintenance plus 
$175 monthly. Box 1590 D, % AMA. 


FU LL-TIME POSITION—IN INDUSTRIAL ORGANI- 
zation for qualified must be 
excellent; location Texas. 70 D % A 


PREPARE FOR THE BOARD EXAMS 

with Kupper’s New evised 5th Edition 
State Nation Board Summary; 
ze ated; $5, Colt Press, 549 Main St., Pater all | 
ew 


EAR, NOSE AND THROAT —- 33 MONTHS RESI- 


dency ; Lies te bead basic science course; starting Oct 
lst; training ead and neck surgery, plastic sur sg 
bronch- hagology. Superintendent, New ork 
r Infirmary,+ 218 2nd Ave., New York 


(Continued on page 40) 
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Dilla 
of Surgeons and American Hospital Association; class A 
00 
| with maintenance; includes 1 year at an 
j 
| | ©1951 
| X-RAY RESIDENCIES—AVAILABLE IMMEDIATELY; 
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“Ever since 


I was a 


kid... 


Yes, and even in school days he was the first to make a bee-line for the candy store. A 


man with a too-generous appetite—and a weak will. 

Fortunately, Efroxine Hydrochloride, by depressing the appetite, writes an entirely new 
dietary ticket—controls the craving for rich foods—makes it easier for patients to “stick” to 
weight reducing diets. Efroxine frequently changes the dietary habits of a lifetime. 

Efroxine offers a number of advantages over other sympathomimetic amines: 

... lt has a more rapid and longer-lasting effect with smaller dosage. 
... lt has little pressor effect in the recommended dosage range. This advantage is particu- 
larly valuable in the treatment of obesity. 


...lt promotes physical activity with relative treedom from irritability and nervous tension, 


Efroxine Hydrochloride mo.) and 


Maltbie Brand of Methamphetamine Hydrochloride 


(0 Maltbie Laboratories, Inc. Newark |, New Jersey 


ay 
& 
\ 
as : 
146 
I’ve b gl f d helpings.” 
ve Deena Migs glutton for second helpings. 
Z 
ry 
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ROENTGENOLOGY RESIDENCY—TWO YEAR 
approved residency (applying for 3 year approval) ; 
200 K.V. and superficial; 
ng in radiation physics included 100 bed hospital; gr 
clinie J n Mid-West; has appro a3 year residency in sur- 
gery ena "allowing for well rounded fraining; an 
y will be sent to your letter; opportunity 
ation in research program with medical school 
connection; substantial stipend. x 1556 D, % AMA. 


ting service; beginni ee excellent 
orogram and facilities; and $150 
onth for interns; 
must whe eligible . obtain license to practice in Penn- 
sylvania. Apply: Director, The Chester County Hos- 
pital,+ West Shatter Pennsytvania. D 


WANTED—RESIDENT AND RESIDENT 


quired for assistant residency; additional year in roent- 
genology requir for residency; 3 year residenc — 
ed American of Radiology. Walter L. ilby, 

Department of Roentgenology, 
of Maryland. Hospital. + Baltimore 1, Maryla 


RESIDENT — MEDICAL; APPROVED BY 


on Medical Education and Hospitals AMA; 13 
modern — a *+ including professional build- 
ing accommodating 20 specialists in + various fields of 


and situa 

onthly uding room wnat? Jenni 

morial Hospital. East Denk. Michigan. D 

TWO _RESIDENTS—FOR APPROVED 
ort mey; 332 a tal * 


“952-June 30, 1953; 


full maintenance; minimum year internship required 
with Pennsylvania License or prepared for Pennsylvania 
examination January 1, 1952. Hamot Hospital, Erie, 
Pennsylvania, D 


FULLY APPROVED ) RESIDENCIES—FOR JUNIOR 


available unexpectedly; 350 bed hospita 
the heart of industrial city: active 
tensive : 
Medical. Educatl on, St. Mary’s Hospital, Waterbury, 
nect 


GENERAL RESIDENCY—AVAILABLE SOON; IN 
150 bed general ital *; proved ; room 


furnished cousuest avai Write: Superintendent, 
Glenville espital, 701 Parkwood Drive, 
0. 


POSITIONS OPEN—160 ~ 

progressive, general, voluntary hospital; gery 
are active; $200 
monthly; state lice’ not requir Adelphi Hospital, 
Brookly n 5, New York. D 


BO Greene Ave., 
ANTED RESIDENT GENERAL 
‘Gan approved 3 year training 


n 
ments; 


eral hospital * +; 3 year 
curriculum and con Apply: yall Doctors 
Hospital, Washington, Distriet of Columb ria. D 
} GY “TWO EAR 
pointment; a proved. “tor resident training; ine al 
training | all p ses of inclu — bron- 
copy. Apply: H. Department of 


Mount OSinal *+ New York, 
New D 


RAD I OLOGY IDENCY FULLY ‘APPROVED 

ear training in radiology; at university medical 
Book hospital *+; due to military 

man immediately. 


ear 
of Radiology, University isville, Chestnut 


Street, Louisville 2, Kentu 
WANTED RESIDENT INTERNAL MEDICINE; 
board 300 bed genera ital * 
pply: Administrator, Doctors Hospital, Washington, 


District of Columbia 


ASSISTANT MEDICAL Y—U NTIL Ju NE 
30, 1952; in 350 bed hospital * with educational p 
salary $3000 per ee pply: Dwight Griswold, 
Direc tor, Medical Education, McCook Memorial Hos- 
pital, Hartford, Connecti cut. D 
WANTED — RESIDENT IN INTERNAL =e 
beard appro hospital *+; sala open. 
Apply: Maryland Hospital, ~ Maryland D 


WANTED—RESIDENT IN OBSTETRICS AND GYNE- 
logy; board approved 300 bed general hospital * + ; 
1 or : year appointments; excellent curriculum and con 
dition : Administrator, Doctors Hospital, Wash. 
ington, District of Columbia. D 


APPROVED—ONE YEAR ROTATING INTERNSHIP ; 
available at St. Francis Hospital,*+ Bronx, New Yor 


For information write: Intern Committee, at > 

Hospital, Bronx, New D 

WANTED—RESIDENT “MEDICINE: 18ST YEAR; 
Ohio hospita 


+; a 3 years; 
salary $125 per month. Bes 1553 
ANESTHESIOLOGY ARS: RS; AP- 
the American Board of Anesthesiology: 
duly 1, 1951; plus lst year; 
App Dr. Daniel C. Moore, Chief of Anesthesi- 
ology, irginia Mason Hospital." + Seattle 1, wee 


SURGERY; ; $200; INTERN; 
130; full maintenance, individua ; both 
y AMA; surgery approved Tet 


nars, 
unds, and staff conferences. Kanawha 
_ Valley Hospital, Charleston, West Virginia. Oo 


APPROVED RESIDENCIES” AVAILABLE—JULY ‘1ST; 
or soon thereafter as available; in 

obstetrics, internal medicine e, ort 

gery, radiology and pedia available residencies 


in i Ld medicine Septem tober 
Hospita!* + and Guthrie 
Clinie.. Sayre, Pennsylvant D 


eamina White Porcela 


and Stainless Steel 
RENWAL: 
STERILIZERS 


12, 17 inch $34.75 
18 7 inch 1475 
5 5 inch 795 


Al Dec 


RENWAL No 5 
DIABETIC 
STERILIZER 


we cally fo 


vate Service 


Needs 


ing. 2 Forms: Liqu 
Send for sample and literatere. 
BORCHERDT MALT EXTRACT CO. & 
217 Wolcott Ave., Chicago 12, 


Borch erat 
MALT SOUP EXTRACT 


Teckla WHITE 
GOWNS for your 
office patients . . 


for home launder 

Plain Cloth tor “laundries 
G & 3G 


$13.00; 


* No. 


. full length (48”). 
mExtra MEASU 


RE of garments: 


50 y (Small) 42 inches; Si iu 
Sma nches ; ze e- 
for $1.00 um) 52"; Size 3 (Large) 60” 
* Write for Style Folders on Teckla’s fine 
DOCTORS’ OFFICE COATS 
TECKLA GARMENT CO., Mfrs. 
Worcester |, Massachusetts 


TECKLA GARMENT CO. 

P. O. Box 863, Worcester = Mass. 
Gentlemen: Please send the following 
Tein of TECKLA PATIENTS’ OFFICE 


No. 2G: Size 1....; Size 2....; Size 3.... 
No. 3G: Size 1....; Size 2....; Size 3.... 
(Backs open: 12”......; 24”%......; or full 
length of 48 inches......) 


EXTRA TIES: ....yds. Send C. 0. D. .... 
or Postpaid.... 


4.04 


Teckla pays postage on CASH orders 


J.A.M.A., July 28, 1951 
UROLOGICAL AND MEDICAL RESIDENTS WANTED— 
a 


— hospita 3 year approved urological 
mA... year medical residency. For infor- 
mation write: St. 


Peoria, _Milinoi 
PA TH RESIDENCIES— FOR ONE ao (THREE 
years; available or after July 1951; 700 icals 
0 autopsies; salaries $2448, depending 
training. App 2: University Kansas Medical Schools,* + 
Kansas City, Kansas. 
APPROVED INTERNSHIPS AND RESIDENCIES—IN 
medicine and surgery; also avail- 
able immediately; in = d tal*+° organized 


Francis Hospital, wk 


“ANESTHESIOLOGY — — APPROVED. RESIDENCY 
lable Oc and December 1951; com 
traini ~ pro esearch and full didactic ins 
Address: Dr. 
W. Irving 
_ Chicago D 
RESIDENCIES IN MEDICINE | AND ‘GENERAL SUR- 
gery—both approved for rd training; salary plus Ll 
maintenance ; imm pad 
applications 
Clifton 
New 
WANTE RESIDENTS; FOR 200 BED 
anata hospital; all departments headed by Board certi- 
fled p ee: saare $400 per month; plus maintenance. 
taff Comm ne Providence Hos- 
pital, Williamsport, Pennsylvani __D 
RESIOENCE—APPROVED, ine ‘YEAR 
esidenc immedia hospi- 
tals + ‘ated vith, medical se Apely: 


ate 
arintendest, 
n Springs ‘Sanitarium “Chinie, + cil ton Springs, 


Mount Sinai Hospital, 2750 W. Chica 


WANTED—RESIDENTS I IN ANESTHESIOLOGY; ; ONE 
2 year by approved group; D. C. area; unusual 
aligwane opportunities ; medical 
cation and present situation. Box , % AMA 
Two RESIDENTS tN 
Full 720 bed teaching hospital*+; ade- 
te s ipend: full Apply: Superintendent. 
erey Hospital, Pittsburgh | » Pennsylvania 


RESIDENT WANTED—FOR RECOGNISED GYN-OB 
maintenance and $150 per month. Box 1541 


RESIDENTS WANTED — 250 BED GENERAL “HOS- 

ital; high incidence industrial and traumatic surgery; 
salary $250 per month. Apply: Ohio Valley Hospital, 
Steubenville, Ohio. _D 


MEDICAL RESIDENCY NCY AVAILABLE — FOR | iM. 


tal); 32 
of Detroit Met Memorial 
St. Antoine Street, Detroit 26, mm. 


sin; has available a 1 — bee in obstetrics and 
gyneco to start at lary $100 per ‘ck 
Apply: Mr J. G. Norby, D 


RESIDENCY IN PSYCHIATRY — AVAILABLE ‘SEP- 

ember 1, 1951; in Re approved private psychiatric 
hospital+ with open staff; weekly teaching conferences; 
house service in which is conducted by 


resident; medical school affiliation in 
basic neurolo ony psychiatry; stipen 
complete sin 


mon gle Apply 5 
ief biographical sketch and references to: Dr. 

k, Jr., DePa rium, 1038 Henry Clay 
New Orleans, Louisia D 


~ PEDIATRIC APPROVED 

iatric hospital + ; 4600 
visits to active elinies. metropo miles 
from New York City; execlient. A, either 
sex; stipend $150 month ; er —_ July 
{, 1951; Oet. 1, (951; Jan. 1, 1952; for also 
6 month a Inquire: Mrs. O'Neill, 
Director, bies Hospital, 15 Roseville Avenue, 
Newark, New Jersey 


GENERAL RESIDENCY — 


175 bed nly graduates of class hool consi i 
Apply: Superintendent, St. Francis Hospital, + Colorado 
Springs, Colorado. D 


RESIDENTS IN PSYCHIATRY — THREE YEAR 
residencies with organized didactic curricu- 
well- uaieusea clinical assignments; at 
State Hospital, er Hospital 4- 
Outoatient Clinic; a with Topeka 
ychiatry, Topeka, 


AVAILABLE — SECOND YEAR» SURGICAL RESI- 
ae 200 bed general hospital*+; AMA ful 


ap- 

oved 3 Sp surgical residency training; out atient 
x month and maintenance. St. ary’s 
Ho spital, Cincinnati, Ohio. 


EENT RESIDENT—IMMEDIATE: 40 BED ‘HOS SPI- 
ty for graduate of 
“tall interview 


paatesned. The —— ye and Ear Hospital, 2099 Lex- 
ington Ave., Yor 35, New York 
RESIDENCIES AVAILABLE POSTGRADUATE | 
traini medicine; obstetrics and gynecology; 
AMA, oved 281 bed general hos- 
pital *+; calary and full maintenance. Ad- 
_ ministrator, St. J John’s Hospital, Cleveland 
Y—-AMA BOARD 


UROLOG AND 
proved ; assistant resident in uro available duly 
lst beds. Graduate Training Office, Metho 
dist Hospital, * + , New York. 
THERE IS STILL ONE EACH OF THE 

ing at Northwestern Hos- 
10 t 27th lis 7, Minnesota; 
surgery, medicine, OB-GYN and patholo 1: = stipend is 
$2400 per year plus alaianenen. if livin 

PATHOLOGY "RESIDENCY SEPTEMBER 18 1ST OR OR 
cartier: year per month ist year 
ply: Dr. 4. 


and mai W. Howard, “ 
ware ntonance, ilmington, Delaware. 


(Continued on page 42) 


R FOR YOUR 
OFFICE 
4 
® 
al 
a Kee < 
b> spiscopal Hospital, 480 Herkimer Street, Brooklyn, New 
of approved medical school and rotating internship re- 
FoR YOUR 
DIABETIC 
PATIENTS 
dow 
$7% 
1s. 
AMERICAN SUNDRIES C0., INC., 8 KLYN, N. Y. 
oes *Petented 
atrics, anesthesiology, pathology, rotating intern; starting 
immediately; candidates must be graduates from medical | 
school approved by AMA. Write: Administrator, Mary 
Immaculate Hospital,*+ 152-11 89th Avenue, Jamaica 2, 7) 
New York. D 
oust! 
Borcherdt’s Malt Soup Extract is a 
laxative modifier of milk—easily 
| incorporated into the regular feed- 146 
Jer. £4 e 
“1951 
Sy 
a proved; available Julv. i951; medical schoo i on : 
6 for HM 12 for $25.00 
3 doz. or more @ $24.00 per doz. 
i 
H 
| 
H I 


SULFADIAZINE 


in Germany 


Broadly useful and readily tolerated, this sulfonamide has been 
pre-eminent in chemotherapy throughout the world for the past decade 


The pioneer work cf Domagk and his associates, Foerster, Mietzsch and Klarer, 
Bar, Becker, Griitz, Jaeger, Schmidt and others initiated the development of 
sulfonamides as chemotherapeutic agents. Recently articles by Wurm, Bock and 
Griin have described the effectiveness and excellent toleration of sulfadiazine. 
These reports have paralleled similar publications in the United States. 


Powder U.S.P. (Not sterilized) : % pound and 1 pound. 
Tablets: Bottles of 100 and 1,000, 0.5 Gm. (7.7 grains). 
Solution Sodium Sulfadiazine: 6 and 25 ampuls of 10 cc., 0.25 Gm. per cc. 


LEDERLE LABORATORIES DIVISION awesscw Ganamid coun 30 Rockefeller Plaza, New York 20, N. Y. 
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RESIDENCIES IN MEDICINE—AVAILA- 
ble beginning July 1, 1951; 325 ‘ 
ro for straight thy 

certification ; 

r. H. J. er. Administrator, 

pital Assn., 1753 S. Grand Blvd., St. Louis 4, Missouri. D 


UROLOGY RESIDENT— 2 YEAR APPROVED RESI- 
dency starting July 1, 195i; exceptional opportunity to 
train under busy board dip lomate urvlogists; full main- 
tenance and monthly p Prom Mount Sinai Hospital,* + 
Chicago 8, Illinois. _D 
WANTED—RESIDENT; FOR COMBINED ‘OPH. 
thalmology and otolaryngology: Ld approved EET 
hospital +; starting sa month, complete 


maintenance; give fuli details in Mist pont ey Box 953 
D, % AMA. 


WANTED IMMEDIATELY—RESIDENTS IN INTER- 
nal and Pathology; AMA and board 
also 2 futating interns; roved resi- 
dencies psychiat atry and obstetrics- -gynecology 
are filled. 200 beds. Apply: Doctor Suren abington 
Herrick Memorial Hospital, 4 Berkeley 4, California. *D 
HOUSE STAFF OFFIC ERS—300 BED GENERAL Hos: 
; with well organized and active teaching 


residents 
single Apply: itouse “Stat Grant 
Hospital, Columbus Ohi D 


PARTNERS WANTED 
t 


location 25,000 pulation town in 
vania; hospita e exclusively; 
000: 100; full partnership 2nd year. Box 1558 F, AMA 


LOCUM TENENS WANTED 


PHYSICIAN—WHOSE PLANS MAY PERMIT TAK- 


ing over my practice during my vacation month of 
tober 1951; office is in my hospital here at Gr and 
quarters and subsistence available; 
y nged for. Write: Dr. Leo Schnur, Grand C 


SITUATIONS WANTED 
GENERAL PRACTITIONER -- DESIRES, ‘SALARIED 
position; European tra 13 private general 
many; research heart and lung diseases; no family ties: 
permanent. Box 1582 1, % AMA. 


INTERNIST—DIPLOMATE; 35; 


UNIVERSITY ‘CEN- 


ter Training; former instructor; married; group practice 
or association: academic affiliation preferred: veteran 
Mid-West or Southwest preferred. x 1573 I, 


group IV; 
AMA 
PATHOLOGISTS SEEKING SUITABLE LOCA- 
and hospitals, institutions and comepuartaee 
will be listed and ass far 
as possible written request to the. 
Pathologists, 203 N. Wabash Ave., Chica 
GENERAL, RGEON — DIPLOMATE; AMERICAN 
; 35; category 4; desires location or association 


esta’ tablished s surgeon, group, clinic; experienced in private 
married; family; refer- 


SURGEON — CHIEF RESIDENT IN 750 BED GEN- 
eral — ; desires association with surgeon or group; 
board teibie: veteran; 30; excellent recommendations; 
versatile; seat ble Oct. 1. Box 1593 I, % AMA. 
OTOLARYNGOLOGIST—C ERTIFIED; 37; MARRIED; 
Sheers trained and experie can 
ng opportunity for we practice; pre- 
fers ‘small ety East. Box 1587 I, % A 


OTOLARYN OLOGIST—31; MARRIE 
ng ecialty boards October 1951; 
rhinoplasty, en y, laryngeal and 


ndoscop 
endaural surgery; gro .. ast private established practice; 
prefer California. Box 1 I, % AMA 


TUBERCULOSIS--WOMAN PHYSICIAN: GRADU 
of ¢ A school; havin years 


se 
in moderate climate. Box 1546 1 AMA. 


FED UP ON HIGH PRESSURE, BIG CITY TACTICS— 
is there a fair sized no emerge hat needs a surgeon 
ng is young, well-trained and willing to work? veteran; 
: DNB; Part I American Board of Surgery; wide ex- 
nee in aml surgery, gyn, gu, orthopedics and 
anesthesia. Box 1551 I, % AMA. 


CERTIFIED; WANTS CARDI- 

with medical se or large general hospital, 
Weg connected with school; experienced 12 
lead 1 electrocardiograms. Box 1554 1, % AMA. 


INTERNIST—PASSED eee BOARD PA RT 1 1; 

33; 4% y Navy; on staff teaching hospital 
4 with individual or group; con- 
sider any location. Box 132 AMA 


~ RADIOL 4008 isT — 32; PLOMATE: VETERAN; 

trained a Ae University. center; prefers progres 
nership; group or appoint. 
ment; vimiddle “Atlantic or Southern ation. 
1490 1 


PARTNER WANTED — MEDICAL-SURGICAL PART- 

nership wanted; or location in area having or planning 
community hospital; - consider private hospital partner- 
ship. Box 1426 I, AMA 


or ; drat exempt, available My ‘Box 
1461 1, % AMA. 


RADIOLOGIST—BOARDS IN THERAPY; ELIGIBLE 
i : rs experience directorship 8; can in- 

n University 

MD: Bellevue training; lice linois; 
single veteran; location unimportant. Box 1433 I, % AMA 


ORTHOPEDIC AMERI- 

ean hopedic surgery; veteran; 39; family; 
well trained; desires affiliation as association 
with orthopedist or location; national 
; available immediately. Box 1451 


BOOKS RECEIVED 


Books received by THE JOURNAL are acknowl- 
edged in this column. Selections will be made 
for more extensive review in the interests of 
THE JOURNAL readers as space permits. Books 
listed in this department are not available for 
lending. Information concerning them will be 
supplied on request. 


Handbuch der inneren Medizin. Herausgegeben 
von G. v. Bergmann und W. Frey. Unter Mit- 
wirkung von H. Schwiegk. Begriindet von L. Mohr 
und R. Staehelin. Band II: Blut und Blutkrank- 
heiten. Neu bearbeitet von Ludwig Heilmeyer, 
Dr.med., O. O. Professor, Direktor der medi- 
zinischen Universitatsklinik, Freiburg i. Br., und 
Herbert Begemann, Dr.med., Leiter des haimato- 
logischen Laboratoriums der medizinischen Uni- 
versitatsklinik, Freiburg i. Br. Band VIII: Nieren 
und ableitende Harnwege: Die hamatogenen Nier- 
enerkrankungen. Die ein- und beidseitig auftreten- 
den Nierenkrankheiten. Erkrankungen der Blase, 
der Prostata, der Hoden und Nebenhoden, der 
Samenblasen, funktionelle Sexualstérungen, bear- 
beitet von Walter Frey und Friedrich Suter. 
Fourth edition. Cloth. . 1179, with 474 illus- 
trations; 1167, with 193 illustrations. Springer- 
Verlag, Reichpietschufer 20, Berlin W. 35 (Wes 
Berlin); Neuenheimer Landstrasse 24, Heidelberg; 
GOttingen, 1951. 


- 


The Diagnosis and of Adrenal In- 
sufficiency. By George W. Thorn, M.D., M.A., 
LL.D., Hersey Professor of Theory and Practice 
of Physic, Harvard Medical School, Boston. With 
collaboration of Peter H. Forsham, M.D., M.A., 
Instructor in Medicine, Harvard Medical School, 
and Kendall Emerson, Jr., M.D., Assistant Pro- 
fessor, Harvard Medical School. Publication num- 
ber 29, American Lecture Series, monograph in 
American Lectures in Endocrinology, edited by 
Willard O. Thompson, M.D., Clinical Professor of 
Medicine, University of Illinois College of Medi- 
cine, Chicago. Second edition. Cloth. $5.50. Pp. 
182, with 35 illustrations. Charles C Thomas, 301- 
327 East Lawrence Ave., Springfield, Ill.; Blackwell 
Scientific Publications, Ltd., 49 Broad St., Oxford, 
England; Ryerson Press, 299 Queen St., W., To- 
ronto, 2B, 1951. 

An Introduction to Organic Chemistry. By the 
late Alexander Lowy and Benjamin Harrow. Re- 
vised by Benjamin Harrow, Ph.D., Professor of 
Chemistry, and Percy M. Apfelbaum, Ph.D., 
Associate Professor of Chemistry, College of City 
of New York. Seventh edition. Cloth. $5. Pp. 480, 
with illustrations. John Wiley & Sons, Inc., 440 
4th Ave., New York 16; Chapman & Hall, Ltd., 
37-39 Essex St., Strand, London, W.C.2, 1951. 

Destructive and Useful Insects: Their Habits 
and Control. By C. L. Metcalf, M.A., D.Sc., and 
W. P. Flint. Revised by R. L. Metcalf, M.A., 
Ph.D., Associate Entomologist, University of Cali- 
fornia College of Agriculture, Riverside, Cali- 
fornia. Third edition. Cloth. $10. Pp. 1071, with 
584 illustrations. McGraw-Hill Book Company, 
nc., 330 W. 42d St., New York 18; Aldwych 
House, Aldwych, London, W.C.2, 1951. 


Manifestations of Pancreatic Disease. 
By Maxwell Herbert Poppel, M.D., F.A.C.R., As- 
sociate Professor of Clinical Radiology, New York 
University, New York. Cloth. $10.50. Pp. 389, with 
166 illustrations. Charles C Thomas, Publisher, 
301-327 E. Lawrence Ave., Springfield, Ill.; Black- 
well Scientific Publications, Ltd., 49 Broad St., 
Oxford, England; Ryerson Press, 299 Queen St., 
W., Toronto 2B, 1951. 


La tiroides y sus enfermedades: Publicacién del 
Massachusetts General Hospital. Por J. H. Means, 
M.D., profesor de la Clinica médica de la Uni- 
versidad de Harvard, Boston. Traduccién [de la 
segunda edicién en idioma inglés] de los doctores 
Carlos Galli Mainini y Arturo Ofativia. Cloth. 
$180 (Argentine). Pp. 614, with 61 illustrations. 
Ediciones Artecnica, Venezuela 1702, Buenos 
Aires, [1951]. 


After the A Bomb: Emergency Atomic 
Warfare. Edited by Charles F. Behrens, M.D. 
Cloth. $2.50. Pp. 182, with 5 illustrations. Thos. 
Nelson & Sons, 19 E. 47th St., New York 17; 
Parkside Works, Dalkeith Road, Edinburgh 9; 
3 Henrietta St., London, W.C.2, 1951. 
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YOUNG WOMAN FORMAL REQUIRE- 
A Board co 


ologic ear’s department of med 
cine, for further please write 
Burneice Larson, Medical Bureau, Palmolive Building, 


PATHOLOGIST AND CLINICAL PATHOLOGIST — 
certified; experienced in routine, teaching, and research; 

many contributions international'y known; age 65; heal th 

excellent; prefers active service in an eastern to central 
center to being retired. Box 1399 I, % 


sU ah THREE YEARS’ TRAINING GENERAL 


ry; year’s training thyroid, thoracic surgery; six 
years: ge od limited to general, chest, traumatic sur- 
gery; for rther information, write gee 


lease 
Larson, “Medical Bureau, Palmolive Building Chicago. I 
SITUATION WANTED—YOUNG PLASTIC SUR- 
d eligible; desires affiliation with group; 
is vilting to exchan independence of private prac- 
_ tice for advantages of a group. Box 1424 oO % AMA. 


WHEN IN NEED OF AN ASSISTANT | oR 


— 


ASSO- 


ments, r ndati 

candidates; negotiations strictly confidential. Medica 

icago. 


__ PROFESSIONAL AND TECHNICAL _AIDES © 
WANTED — REGISTERED LABORATORY TECHNI- 


on of pathologist; new 150 
hospital; community in Pacific North- 
- Box 1579 L, % AMA. 


CLINICAL TECHNICIAN—REGIS. 
t or hosp near San Fran 


305; 5 da sick leave; 
vacation allowances. Apply: Personnel 
Office, 510 E. Market Street, Stockton, California. L 


WANTED — WELL-TRAINED LABORATORY AND 
X-ray technician; for fully sores hospital, man or 
woman; top starting salary. Box 1529 L, % AMA. 


MEDICAL LABORATOR “ TECHNI CIAN — REG 
tered ASCP or eligible; 1 general; 1 4 tissue; salary 
open. Grant Hospital,*+ Columbus, Ohio. 


WANTED — REGISTERED LabomaTon? TECHNI- 
cian; 250 bed hospital; new wg en A position avail- 
able e at once. St. Joseph Hospital, Lorain 


MEDIC AL TECHNICIAN—FOR LABORATORY OF IN- 
ternational chem = ng A excellent location; Phila- 

delphia area; five yp Ao night work; salary 

8) Woodward ‘Bureau, 185 ‘North Wabash, 


of laboratories, 30 man clinic; !a 
college town, 70,000. Northwest. (se 
ST trained in biochemical of 
minimum, Master’s deg a researc ent, 


ERIOLO GIST: industrial research con- 
‘water-microbie ology, 
lls; 


BAC’ ACTERIOL med 
ete., 
(61) 


ital residential 
EDICAL 


ualified as A. 37 m 
group, diplomates or eligible; university and coart 
city; West. (66) LABORATARY SUPERVISOR; 
ears 


or 
eal ¢ 
stitutions; resear 
information 

Bureau, Chicago. 


x- LABORATORY TECHNICIAN — THIRTY. 


ulf of 

r week; 
maintenance; to $320. “Woodward Medi- 
cal Bureau, 185 North \ Wabash, Chica L 


X-RAY TECHNICIAN - UNUSUALLY ATTRACTIV 
opportunity qualified person bed general neon 
tal*+; Detroit residential week; $27 

to $300. Woodward Medical 

185 North Wabash, | Chicago L 


SHAY MEDICAL AGENCY 
55 E. Washington Street 
Chicago 2, Illinois 
CHIEF MEDICAL TECHNOLOGIST: Southwest; ty 
vise well equipped clinical laboratory; must have 

knowledge of X-ray technique; 

MEDICAL TECHNOLOGIST: New England. 250 bed 
laboratory work; college graduate; 
stere 

ll East. Pharmaceutical company; re- 

search and d ment of new pharm ge We 
require in particu 

with chemotherapeutic agents and r aMiiation 

specific specialties for therapeu 

X-RAY TECHNICIAN: Middle West: ‘clinieal ry 
with Bo modern X-ray equipment; able tor 

Studies and olon nations: $350." 


MICR 
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= 
| 
€, erica) Hoard specialists to head depart- 
| 
| 
cian; qualified to assume responsibility of operation of 
— 
center; Midwest. (59) RESEARCH _ 
and medical 1951 
TECHNICIANS; small wn, 
short distance, NYC. (62) LO- 
GIST, with working knowled and 
chemistry, to take charge of public health labora- 
tories; around $4800, bs ae | expenses, self, family; 
Alaska. (63) Supervising -RAY TECHNICIAN; 
medical school department; teaching experience; uni- 
versity medical center. (64) LABORATORY TECH- 
NICIAN qualified in X-ray or willing to be trained 
in laboratories of well 
experience required; large. general nom teaching 
program; ey medical center; minimum $5000. 
(67) TECHNOLOGIST experienced antibiotic work to 
supervise bacteriological research laboratory; child- 
dren’s unit; university center; East. (68) X-RAY 
TECHNICIAN to serve as chief technician; large, 
center; West. (69) TIS- 
SUE TECHNICIAN to assist research scientist; mid- 
west university. (70) LABORATORY TECHNICIAN 
to assist getholonist, diplomate; private and hospital 
practice; California. (71) CHEMIST, minimum Mas- 
ing several in- 
im. For further 
| 
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PROTEIN VALUE 


OF EGGS 


Facu new horizon of nutritional knowl- 
edge more clearly reveals the true significance 
of eggs as suppliers of food values that contribute 
to better control of disease, greater vigor and 
longer life. 

With an average per capita consumption 
of 390 (up 30% from 1935-39) eggs are providing 
greater percentages of total nutrients to modern 
day diets than ever before. 

For instance, protein of particularly high 
quality and biological completeness (see chart 
above) is one of the chief virtues of this univer- 
sally popular foodstuff. Properly prepared whole 
egg, at low levels of intake, may approximate 
a biological value of 100! 

: Eggs rightfully serve, then, as one of the 
most wholesome, appetizing, economical and 


Eggs supply about the 
best balanced protein 
commercially avail- 
able. They provide 
what might he called 
standard protein.” 


APPROXIMATE PERCENTAGE OF 
AMINO ACIDS IN EGG PROTEINS’? 
(Calculated to 16% of Nitrogen) 
Arginine. 7.0% 
Histidine. 2.4% 
Tyrosine. ..............4.5% 
Tryptophan............ 1.6% 
Phenylalanine..........6.3% 
Methionine. ........... 4.0% 
Threonine. ............ 4.9% 
Leucine. 9.2% 
Isoleucine. ............ 7.7% 
7.8% 


conveniently available sources of this vital 
nutrient. 

Too, in addition to proteins of high bio- 
logical efficiency, eggs are sources of important 
vitamins such as those of the B-Complex, A, D, 
E, Biotin, Pantothenic Acid and Choline. . . as 
well as Iron, Phosphorus, Calcium and Copper. 


(1) .. Block, R. J. and Bolling, D.—The Amino 
Acid Composition of Proteins — oe Second Edition, 
C.C. Springfield, il. 1 
4. in the U.S.” —Pgs. 
131-132 S.D.A. BAE A ust, 1949. 
(3). geht Heinz Nutritional Re- 
Mellon Institute, 1949. 


This seal signifies that all statements herein pertaining to 

nutrition have been found acceptable by the Council on Foods 
and Nutrition of the American Medical Association. 


POULTRY AND EGG NATIONAL BOARD 


CHICAGO 6, ILLINOIS 
A NON-PROFIT ORGANIZATION 


Devoted to Research and Education Work in Behalf of the Poultry Industry 


43 
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the Sou ed 

768 Juniper St., N.E., Atlanta, Georgia. 

BACTERIOLOGISTS, CHEMI ISTS , LABORATORY 

cupational therapists, portunities in a a 

4 Continental United 

Medical Bureau, 


Sta 
Building, Chica 


PRACTICES WANTED 
EYE OR EENT PRACTICE "WANTED—WITH EX. 
eellent inco Id consider purchase of 
Involved, where | Box 1353 N, % AM: 
PRACTICES FOR SALE 
ARIZONA GENERAL PRACTICE; GROUND FLOOR 


des air concent. aan r X-ray and dia- 
thermy, autoclave, Jones B Toss jest year $35,000; 
open staff hospital; down eunenh: balance terms if 
‘available introduce. Box 1 


CALIFORN IA—SOUTHERN; 
city 100,000; well established, rem 


EXCELLENT LOCATION; 
emunerative industrial, 


insurance practice; licensed clinic; complete p 
rn air condition ; ideal for tors : accounts 
transferab hospital association; will introduce; 


ayment for inven will; ‘terms on 
; nancialy responsible and reputable 
considered. x 1400 P, AMA 
OF 55,000 POPU- 


CALIF SOUTHERN, cI TY 
al $45,000 


on ; n 
"leans or trade; medical buildi 
a ipment and home available. Box 1477 P, 


10 year lease, with option to purchase real estate; $10, 000 
y and good w 


OF 30,000; DRAWING P 
lation 50,000; near New York; fully equipped office 

main r+ for cost @ equipment; owner leaving state. 

Box 1586 P, % AMA 


DELAWARE_HOUSE PRACTICE; | SUB- 
Wilmington; 16 home ; including 6 room 
office suite; $20, after 2 years; leaving for 
sons of hea Ith; will sell or rent; liberal terms. Box 
1559 P, %_AMA. 
ILLINOIS CHICAGO; 0; QCCUPIED 
pped OB-GYN beet for 
immediate. possession. Box 1514 P, % A 
INDIANA—NORTHERN ; HOUSE AND FOR 
ts of 2 separate buildings; practice grosses 
om" ital staffs; price including all 
— $30,000; terms available. Box 1575 P, % 


FULLY 
sale; 


MARYLAN <D—LARGE L UCRATIVE GENERAL ] PRAC- 
tice available immediately: in 


NEW pe PRACTICE: “NEAR | PHILA- 

pe 10,000 Pde: ulation; draw 30,000; 3 room 
7 house y bung" 
Ha 


cellent possibilities 
NEW YORK—8U RGICAL, AND GE GENERAL 
commuti 


du due ole health. Box 152, 
NY; gross $18,000- 


up 
$22,000; ‘small overhead; price $30,000; 
; only capable men apply; 
. Box 1574 P, % AMA 


onto GENERAL | PRACTICE; 40 
yea town drawing 4 


real estate in- 
leaving for personal 


population 

ent; A 
tunity for a young physician; reason 
Smucker, MD, 


modern 

hospitals; fine oppor 

for selling: serious illness. Roy E. 

Broadway, Salem, Ohio. 

OHIO—GENERAL PRACTICE COMPLETE SURGICAL 
equipment ; EKG, BMR, rmy, X-ray; 

lation hospital recites: excellent opportunity ty it 

interested in surgery; should s $20,000 lst year. Box 

1465 P, % AMA. 


OKLAHOMA — EENT PRACTICE AND | EXCELLENT 
equipment; 20 years 


same loca 000 ; ative 
competition ENT 1 in "eye: physician po 
terms. Box “AM 


VINGINIA—GENEHAL PRACTICE: 

cludes X-ray, diathermy, ; $5000 or terms; _ 
hospital; apartment leaving to specialize. 
1458 P, % AMA 


WweESsT VIRGINIA — MEDICAL SURGICAL 
ce for tablished in locality 30 

ere; fully equipped office, including. X-ray and 
atory equipm 2 meee facilities; drawing 


oar 060. J. Hl, MD. MeLain 
_ Building, Wheeling, West Virginie, 


____APPARATUS ETC. FOR SALE 
FOR SALE—PICKER 220,000 K. V. THERAPEUTIC 


UIPMENT IN- 


X-ray —_ with associated accessories, comp 
tube; arner 200 .- Buc motor-driven 
table, and dia tic hi 


double tube; equipment unused; still in factory crates 


Lioyd Allan, “some at Law, Mayville, Wik; 
FOR 8 ALE—TWO-PC. OB BED, USED, 3195 INSTR. 

cabinet & table, $185 table, $95; 
nurse’s desk, $97; operating “able w/stainless steel top & 
stirrups $225. M — Company So. Wood 
Street, Chicago 12, Illino 


att 
e model, Can be oon at: Kelley-Koett Office, 
West Huron Street, Chicag Q 
SURPLUS UNUSED eau 16” 
.50; Pelton office autoclave $195; 
electric hospital autoclave, ones hospital s 
clave 16 x 4, $495; Sempes student mi 


tz etc. 
gical, 178-2 Ave., New York. 


STERILIZERS— 
supply 


Atlas Sur- 
Q 


(Books Received Continued) 


Genetics in Ophthalmology. By Arnold Sorsby, 
Research Professor in Ophthalmology, Royal Col- 
lege of Surgeons, London. Cloth. $9.50. Pp. 265, 
with 233 illustrations. Butterworth & Co., Ltd., 
4-6 Bell Yard, Temple Bar, London, W.C.2; C. V. 
Mosby Company, 3207 Washington Blvd., St. 
Louis 3, 1951. 


Symposium on Steroids in E and 
Clinical Practice. Edited for Committee on Ar- 
rangements by Abraham White. Cloth. $7.50. Pp. 
415, with 103 illustrations. The Blakiston Com- 
pany (Division of Doubleday & Company, Inc.), 
1012 Walnut St., Philadelphia 5, 1951. 


Scoliosis: Pathology, Etiology, and Treatment. 
By Samuel Kleinberg, M.D., Attending Ortho- 
paedic Surgeon, Hospital for Joint Diseases, New 
York. Cloth. $7.50. Pp. 286, with 164 illustrations. 
Williams & Wilkins Company, Mount Royal and 
Guilford Aves., Baltimore 2, 1951. 


mary 

scandinavica, supplementum CCL (250), accom- 
panies Vol. CXXXIX (139). Translated by L. 
James Brown. Paper. Pp. 107. Elanders Boktry- 
ckeri Aktiebolag, Géteborg, 1951. 


De la méthode en médecine. Par le docteur 
René Cruchet, professeur 4 la Faculté de médecine 
de Bordeaux. Second edition. Paper. 560 francs. 
Pp. 248. Presses universitaires de France, 108 
boulevard Saint-Germain, Paris 6e, 1951. 


¢ By Max Ritvo, M.D., 
Assistant Professor of Radiology, Harvard Medical 
. Pp. 558, with 615 
illustrations. Lea & Febiger, 600 S. Washington 
Sq., Philadelphia 6, 1951. 


Veterans Administration Conference on Corti- 
sone Research: A Symposium, August 15 and 16, 
1950, Washington, D. C. Paper. Pp. 
illustrations. Merck & Co., Inc., 
Jersey, 1951. 


. Pp. Vv. 
Company, 3207 Washington Bivd., St. Louis 3, 
1951, 


Das klinische Gesicht der multiplen Sklerose. 
Von Professor Dr. Erwin Stransky und Dr. Josef 
K. Waldschiitz. Paper. 6 marks; $1.45. Pp. 75. 
Wilhelm Maudrich, Spitalgasse 1B, Wien 71, 1951. 


ment to the of Congress Author Catalog. 
Cloth. $17.50. Pp. 724. Card Division, Library of 
Congress, Washington 25, D. C., 1950. 


Psychotic Art. By Francis Reitman, M.D., 
D.P.M. Cloth. $4.50. Pp. 180, with 17 illustra- 
tions. International Universities Press, Inc., 227 
W. 13th St., New York 11, 1951. 


La mesure du rendement cardiaque en clinique. 
Par Adolphe H. Israél. Paper. 600 francs. Pp. 154. 
L’Expansion scientifique francaise, 23, rue Cher- 
che-Midi, Paris 6e, 1950. 


An Introduction to Modern . By 
O. L. Zangwill. Cloth. $3.75. Pp. 227, with 20 illus- 
trations. Philosophical Library, Inc., 15 E. 40th 
St., New York 16, 1950. 


Ugo Benzi: Medieval Philosopher and Physician, 
1376-1439. By Dean Putnam Lockwood. Cloth. $8. 
Pp. 441. University of Chicago Press, 5750 Ellis 
Ave., Chicago 37, 1951. 


Modern Dietetics. By Doris Johnson, B.S., 
M.S. Edited by Hazel E. Munsell, Ph.D. Cloth. 
$4.95. Pp. 529. G. P. Putnam’s Sons, 210 Madison 
Ave., New York, 1951. 


Pharmacopoeia {In Japanese.] Sixth 
edition. Cloth. Pp. 756. Japan Pharmaceutical 
Association, 4 Ginza-6-chome, Tokyo, Japan, 1951. 


What Shall the Heart Remember? By Anderson 
M. Scruggs. Cloth. $2.50. Pp. 69. University of 
Georgia Press, Athens, 4951. 
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hospital or 
ast 59th St., 


NEW AND USED cau. 


always 
labora Harry Wells, 400 
New York Yor k. Q 


FOR RENT 


WOODBRIDGE NEW JERSEY—AVAILABLE EXCEL- 
lent 100% professional location; large i com - 
Weiner, 79 Main Street, webioneties 


munity. 
New Jerse 


Ry years; extensive compensation + neluded ; 
fully. equipped office, laboratory and vacant by 
death; splendid hospitals urgent; ‘practice waiting; 
in Louisville, Kentucky. Box 568 T, %o AMA 


FOR RENT—TWO ROOM SUITE; SHARE WAITING 
room excellent opportunity ; in 


fast-growin 8, 
6218 L Linco “ave. Merton llino! T 
WwooD RIDGE NEW JERSEY —_ EXTREMELY DE- 


site school park ng Apply: 
iner, 79 Main ‘Street, idge, New Jersey. 
a [RENT — — LUCRATIVE GENERAL PRACTICE; 
ted thru recent death; central New York city of 
120,000: excellent hospitals; fully eq — X-ray; 
juoroscope ; ; short wave, Ay will introduce. Box 
1357 T, % AMA. 
FOR | RENT — MODERN DOCTOR'S 0 OFFICE: FIVE 
room; ground floor; reasonable; north San Diego, Cali- 
fornia ‘shore suburb; medical building; good location 
Write: Dr. George Ury, 628 National Avenue, National 


City, California. 
REAL ESTATE FOR SALE 


FOR SALE—OF FICE ver PHYSICIAN Fee GEN. 
eral prac ready for immedi 
Cecelia H MeCerk 
Ringees, Now 
FULLY EQUIPPED MEDICAL | DOCTOR'S OFFICE— 
agle Grove, lowa; hared wi 
good location, 
or 


youn, doctor's office 25° years, 
MacNaughton, Eagle le Grove, Iowa. 


RADIUM 


RADIUM—FOR ALL MEDICAL PURPOSES; BOUGHT, 


ANESTHETIST WANTED 
NURSE ANESTHETIST—TO WORK WITH ANES- 
thes: st; i 300 bed hospital *+; 5 — at 
Apply : Department, Mercer 
Hospital, nton, N 


WANTED—NURSE FOR CLINIC IN 
and capable surgical staff; 
70 BED HOSPITAL: 


la 
neral Hompiial, 1626 16260 Dexter, Detroit, 
UNiversity 3-2911 


NURSE ANESTHETIST—SU BURBAN PHILADELPHIA 
hospital; 125 beds; - -4, 
nurse anesthetists joie’ and ma 
Delaware County Hospital. Drezel Hill, 
ANESTHESIOLOGIST 


“ANESTHESIOLOGIST AND NURSE ANESTHE- 
nurse 


tist; excellent liv for 
anesthetist would rece inte- 
panty in eastern town; completely new operating 
__areas. Box 1569 % AMA. 


ANESTH ESIOLOGIST-ANESTH ETIST 
WANTED—(A) QUALIFIED AD ANESTHESIOLOGIST TO 
t or permanent 


join Troup ; ) Anes- 
— “Sleictee further ap’ roved training; part or full 
time; 


satisfactory financia state 
medical education and ees situat hington, D. 


area. Box 1519, % A 
ELECTROLYSIS 
SUPERFLUOUS HAIR REMOVED 
alizing in difficult cases; too ll, no 


no sma 

too far advanced; ay consultations; by 
Lucille Bouchard, Lice lectro 
st, =e Avenue, New York oD New York. 


FELLOWSHIPS 
DOMICILIARY MEDICINE OR 


MD, 
Eng "Center +), 25 Bennet Street, Boston 11, 
tts 


FELLOWSHIP IN ENDOCRINOLOGY — N 


ow 
ellent clinical and investigative experi - 
+; 
nd. Contact: Dr. 8. 0. Waife, Depart- 
m Philadelphia General 
__ Meospital, Philadelphia, Pennsylvania. 


FELLOWSHIP IN PEDIATRICS—ONE YEAR; AvalL. 
wulting immediately; must have completed resi 


take 260 +: 
“eines; $2 ry; live in 
or out. ply: St. Hospital, 480 Herkimer 
Street, Ox 


MEDICAL PHOTOGRAPHY 


CLINICAL PHOTOGRAPHY; PHOTOMICROGRA- 

phy; moulages; lantern slides; X-ray ray prints; draw- 
ings; motion pictures; prompt mail orders. Martin 
Hageett, 220 W. 424 ‘St., _New Vork 18, New York. 


MEDICAL WRITING 


MEDICAL WRITING STAFF WILL DO YOUR WRIT. 
abs 


ghostwriting; editing; 
‘essiona) work; reasonable rates. 


LABORATORY AND X-RAY TECHNICIANS — ARE 
Clinical and Prognostic Aspects of Acute Coro- 
x 
Tratado de endocrinologia clinica. Tomos I y II. 
Por Juan C. Mussio Fournier, et al. Cloth. Pp. 
1226; 746, with 335 illustrations. Edit. Guillermo 
Kraft Limitada, calle Reconquista 319-327, Buenos 
Aires, [1950]. 
equipped office; spital facilit - 146 
= 
Oral Physiology. By John T. O’Rourke, B.S., 
pediatrics; 1 year beginning September 1, 1951 or Oc- 
tober 1, 1951; board accredited; clinic and home service; 
Be salar $2400 lus mileage allowance; automobile required. 
BALLISTOCARDIOGRAPH — MODEL “B”; 
womapnete type; satisfaction guaranteed, 5 day trial! 
peri ; eheek or COD. i Associates, PO Box 
__59, Lefferts Station, Brooklyn 25, New York. 
FOR SALE—ONE NON-TILT GENERAL ELECTRIC PT | 


Vol. 146, No. 13 45 


 ® hydrochloride 
Ni ro a (methamphetamine hydrochloride) 


S for curbing the appetite 


and counteracting mental depression 
SUPPLIED: 2.5 and 5 mg. tablets in bottles of 100 


samples and literature are available on your request 


® 
Endo PRODUCTS INC. « RICHMOND HILL 18,N.Y. 


‘ 
Jw 
eee s 8 eee = ‘es 
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Check these Observations 
in 


Against Your Own Experience 


Clarification of problems; studies supporting 


CHECK and compare your own 
or disproving previous opinion; new 


observations with the current results 


methods; reports of unusual cases; clini- of specialized progressive work in the 
cal notes. Progress in Otolaryngology; ear, nose and throat field. | 

abstracts from current literature; book 

reviews. 


AMERICAN MEDICAL ASSOCIATION 


535 N. Dearborn St., Chicago 10, Llinois. Month-to-month Develop ments in 
me oe > eae to A. M. A, Archives of OTOLARYN- ENT for Specialist and General 
OO I enclose $........ oe F 

535 N. Dearborn St., Chicago 10, Illinois 


A 
4 
* 
1 
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Doctor, you probably have read a great deal of cigarette 
advertising with all sorts of claims. 


So we suggest: make this simple test... 


Take a PHitip Morris—and any 
other cigarette. Then, 


Light up either one. Take a puff 
o —don’t inhale — and s-l-o-w-l-y 
let the smoke come through your nose. 


Now do exactly the same 
o thing with the other cigarette. 


Then, Doctor, BELIEVE IN YOURSELF! 


PHILIP Morris 


Philip Morris & Co. Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 


AE 
n ww) 
) 
al t 
sas 
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NEW YORK UNIVERSITY POST-GRADUATE MEDICAL SCHOOL 
477 FIRST AVENUE, NEW YORK 16, N. Y. 


SURGERY (GRADUATE COURSE) TRAUMA (EXCLUDING FRACTURES) FOR SURGEONS 
September 24, 1951 through June 14, 1952 5% days—tfull-time. 
RECENT ADVANCES IN SURGERY November 26 through December 1, 1951 


2 weeks—full-time. September 10 through 22, 1951 


Emphasis is placed on training in the correct methods of 
REVIEW OF a gc SURGERY (FOR SPECIALISTS) 


suturing tendons, nerves, blood vessels and intestines and in the 


ll-time. preparation and application of skin grafts and flaps in the 
September A through October 20, 1951 experimental surgical laboratory. In preparation for this, po 
PITFALLS IN INTERNAL FIXATION OF FRACTURES (SPECIALISTS) meta 
6 days—tfull-time. November 12 through 17, 1951 
THE INTERVERTEBRAL DISC MEDICAL ASPECTS OF COMPENSATION 
5 days—full-time. October 8 through 12, 1951 1 week—full-time. October 22 through 27, 1951 


For application and information about these and other courses, address: 
OFFICE OF THE DEAN, POST-GRADUATE MEDICAL SCHOOL 
(A Unit of the New York University-Bellevue Medical Center) 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 
Radium and Radon for Modern Methods of Treatment 


: MODERATE RATES 
all Medical Purposes Established 1901 Fully Approved by the 


Licensed by State of Mlinois American College of Surgeons 
oie SAMUEL LIEBMAN, M.S., M.D. 
, Medical Director 
225 Sheridan Road Winnetka 6-0211 


Prompt Delivery 


More than 30 years serving the 
Medical Profession. 


through the Juvenile Court. Rates reason- 
able and adapted to patient’s needs. 
WRITE FOR CATALOG 


2927 Main Street, Kansas City 8, Missouri 


RADIUM CHEMICAL CO., Inc. || BELLEVUE PLACE 


for 
570 LEXINGTON AVENUE Nervous and Mental Diseases 
NEW YORK 22, N. Y. EDWARD ROSS, M. D., Medical Director 
25 East Washington Street 3723 Wilshire Boulevard BATAVIA, ILLINOIS PHONE: BATAVIA 1520 
Chicago, Illinois Los Angeles, Colifornia 


Let Waiting Patients Read... 
TODAY’S HEALTH 


TODAY'S HEALTH 18 the one source 
of reliable information for lay people, and 
is doing an excellent job in Fave nod the 
public on the important problems of health 
in a language which can be understood by 
everyone. 


1 year, $3.00 2 years, $5.00 
AMERICAN MEDICAL ASSN. 535 N Dearborn, Chicago tu 


CRAGMOR SANATORIUM 


For tuberculosis and diseases of the Chest. Situated « 


des individual 
with a private porch. idc.: climatic 
conditi Rates on request 


Henry W. Maly, M.D. 
rector 


Colorado Springs, Colo. 


GREENS’ EYE HOSPITAL 


oo 2 Completely equipped for the surgical and 


medical care of all cases pertaining to 


ophthalmology and otolaryngology. 


Address all Communications to M. Hamilton, Superintendent 
BUSH ST. AT OCTAVIA @ SAN FRANCISCO @ WEst 4300 


Fad 


V 146 
The Willows Maternity 
Est. 1908 
t Superior services for expectant unmarried 
mothers. Patients accepted any time. Early 
Nia entrance advised. All adoptions arranged 
mi ide Olorado Sprin n eart of 
trom Cragmor 
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UROLOGY 


A combined full time course in Urology, covering an academic year (8 months). 
comprises instruction in pharmacology; y; 
bacteriology and pathology: practieal and urologi 

© cadaver; regional and anesthesia (eadener) 
ecology; proetological diagnosis; the of the ophthalmoscope; nol 
eal electrocardiographic interpretation; 
dermat and syphilology; neurology; physical medicine; continuous 
tion in yoo diagnosis and operative instrumental manipulation; 
operative veurgiea clin demonstrations in the operative instrumental m 

t 


anage- 
tumors and other vesical lesions as well as endoscopic prostatic 


DERMATOLOGY and SYPHILOLOGY 
A three year course, beginning in October, fulfilli 
all the requirements of the American Board o 
Dermatology and Syphilology. Also five-day seminars 
for specialists, for general practitioners, and in 
Dermatopathology. 


NEW YORK POLYCLINIC MEDICAL SCHOOL AND HOSPITAL 


(THE PIONEER POST-GRADUATE MEDICAL INSTITUTION IN AMERICA—ORGANIZED 1881) 


For information address: THE DEAN, 345 West 50th Street, New York 19, N. Y. 


RADIOLOGY 


A prehensive review of the physics and higher mathematics involved, film 
all standard general roentgen procedures, methods of 
Se ae and doses of radiation therapy, both x-ray and radium, standard 

ecial fluoroscopic procedures. A review of lesions and tumors 
susceptible to roentgen therapy is given, together with methods and dosage calcu- 
tation of treatments. Special attention is given to the "gener diagnostic methods 
associated with the employment of contrast media, such as bronchography with 
visualization of cardiac chambers, peri-renal insuf- 
flation yelography. Discussions covering roentgen departmental management 
are 


PHYSICAL MEDICINE and REHABILITATION 


Didactic lectures and active clinical application of all present-day methods of 
physical medicine in internal medicine, general and traumatic surgery, gyne- 
cology, urology, em neurology and pediatrics. Special demonstrations 
in minor electrosur and electrodiagnosis. The diagnostic tests used in 
Physical Medicine. Technles in rehabilitation of the seriously disabled. 


UNIVERSITY of PENNSYLVANIA 
GRADUATE SCHOOL OF MEDICINE 


2nd Annual Course 


CURRENT ADVANCES IN MEDICINE 
AND SURGERY 


For Specialists and General Practitioners 
September 24-28, 1951 


A comprehensive 5-day course 
with 10 symposia and choice of 
40 panel discussions covering 
current advances in medicine, 


surgery and the major special- 
ties. 


For information address: 
The Dean, Graduate School of Medicine, Room 237 
UNIVERSITY OF PENNSYLVANIA 
Philadelphia 4, Pa. 


THE CHICAGO MEDICAL SOCIETY 
Announces Post Graduate Courses 
- To Be Held in Chicago 


METABOLIC AND ENDOCRINE DISORDERS 
October 15-19, 1951 


FACULTY 
. Per u 
H. Cole John Mote 
Arthur R. Colwell Warren O. Nelson 
Ear Engle Olaf Pearson 
Ray F. Farquharson incus 
Samuel F. Haines 
Edward Henderson 
. Lindon Seed 
William S. Hoffman 
Danely P. Slaughter 
John Eager Howard Samuel Soskin 
Charles B. Huggins M. Paul Starr 
Dwight Ingle Henry H. Turner 
Robert W. Keeton Lawson Wilkins 
OBSTETRICS AND GYNECOLOGY 
October 22 - 26, 1951 
FACULTY 
Edward D. Allen Ronald R. Greene 
Willard Allen Hesseltine 
. Andr . Hu 
J. Brodbury William C. Keettel 
Charles Lee Buxton Arthur K. Koff 
Ralph E. Campbell L. 
David N. Danforth > 
Israel Davidsohn Stephen Rothman 
M. Edwerd Davis Herbert Schmitz 
Earl T. Engle Fred A. Simmons 
Frederick H. Falls Richard W. TeLinde 
George H. Gardner M, P. Urnes 


Both Courses Open to Physicians in Good Bg. in Their 
Local Medical Societies. Fee $60.00 each Course. 
For copy of program and application write 


Committee on P. G. Education, Chicago Medical Society, 
86 East Randolph Street, Chicago 1 


SECLUSION est.1909 MATERNITY 


Private sanitarium with certified 


obstetrician in charge. All 

ons arranged “throush 

juvenile _court. Ear 


HOSP ITAL Write for 
For Information 

Rates reasonable. MRS. EVA 


NERVOUS and 
MENTAL 
DISORDERS 


inc. ». albert H. Dollear, Supt. 
my Lic. Dr. Frank Garm Norbury, Med. Dir. 
Dr. Samuel N. Clark, Phys. 
ILLINOIS Dr. Henry A. Dollear, Asso. Phys. 


ELECTROCARDIOGRAPHY 
course for graduate 
Aug. 20 Sept. uition: $150.00 
By Louis N. Katz, M.D., F.A.C.P. 
Recent ohana will be considered, including V and aV 
leads and Vectorcardi ography 
Beginning & advanced students. Group & individual instruction 


SIZE OF CLASSES LIMITED. For further information addres: 


MICHAEL REESE HOSPITAL POSTGRADUATE SCHOOL 


Part-Time Courses for Chicago Area Physicians 
RECENT ADVANCES IN DISEASES OF THE CHEST 
Monday evenings—7-9 P. M. Oct. 15 to Dec. 17, 1951 
Tuition: $50.00 
Wednesday evenings—6:30-9:00 5 Oct. 17-April 9, 1952 


$: Dr. Samuel Soskin, Dean, 29th St. & Ellis Ave., Chicago 16, III. 


= 
146 
| 
FAIRMOUNT 
IACKSONVIL 


Tuere are several hundred different brands 
of evaporated milk... but, for infant feeding, Carna- 
tion is the one 
leading doctors and hospitals. Here are four out- 
standing reasons why Carnation has won the trust 
of the medical profession: 


1. Carnation Research Has Improved 

the Raw Milk Supply 
For years, champion cattle from the famous Carna- 
tion Farm have been distributed to dairy farmers 
all over the country, thus improving the local milk 
supply to the Carnation evaporating plants. 


2. Carnation Accepts Only Quality 

Milk for Processing 
Carnation’s own Field Men regularly check the 
farmer's herds, sanitary conditions of the farm, and 


EVAPORATED \ 


prescribed by many of America’s — 


Don’t say “Evaporated Milk” — 


equipment. Milk is rejected if it fails to meet any 
single one of Carnation’s high standards. 


3. Carnation Processes ALL the Milk 
Sold Under the Carnation Label 


From cow to can, Carnation Milk is constantly 
under Carnation’s own continuous control. It is 
processed in Carnation’s own plants with “prescrip- 
tion accuracy” to insure uniformity of milk solid 
content, curd tension, viscosity and quality. Carna- 
tion never has—and never will—sell milk processed 
by another company. 


4. Carnation Quality Control Continues 
Even AFTER the Milk Leaves the Plant 


Every can of Carnation bears a control code num- 
ber...so that Carnation representatives can check 
stocks regularly after they're shipped, to be sure 
mothers and hospitals will always receive fresh, 
high-quality milk. 

No other evaporated milk goes to greater lengths 
to protect the doctor's recommendation. No other 
form of whole milk is safer or more nourishing for 
babies. So Carnation is the milk you can specify 
—by name—with complete confidence. 


say CARNATION 


UNC ON 
(000% AN 
MUTRITION 
M L K 7] 
D INCREASED HOMOCT™ 
SSE 
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CARNATION MILK say 
(arnation 
; 


Of all bread; 
Of all tastes, salt. 
Cw George Herbert (1640) © 


“The average American diet contains a daily 
intake of 6 to 15 Gm. of salt... And the effec- 
“tive, true low sodium diet will possess less 
than 2 


_ When sodium mun be imposed he desired “sly 
an be given to foodstuffs with 


NEOCURTASAL’ 


Salt without Sodium 


| Neocurtasal imparts a crisp flavor 


Neocurtasal is a completely sodium free seasoning agent, which looks and 
is used like ordinary table 
CONSTITUENTS: Potassium chloride, ammonium chloride, potassium 


formate, calcium formate, magnesium citrate and starch. Potassium content 
36%; chloride 39.3%; calcium 0.3%; magnesium 0.2% | 


Available in convenient 2 oz. shakers and 8 oz. bottles. 
Write for pad of Low Sodium Diet Sheets. 


New 18 N.Y. Winosor, Onr 


Deanison, Med. See, New Jersey, 46:139, 1949, 
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Now Pablum Mixed Cereal (the original Pablum®) shares 
its heritage of quality with three other cereals — Pablum 
Oatmeal (formerly Pabena®), Pablum Rice Cereal and 
Pablum Barley Cereal. 

An improved manufacturing process brings out the rich, 
full-grain flavor of all the Pablum cereals; helps them to 
retain freshness. 

The new Pablum packages, with the exclusive ‘‘Handy- 
Pour’”’ spout, provide superior convenience and protection. 

This newly-created Pablum family represents Mead’s con- 
tinuing efforts to provide the medical profession with infant 
cereals they can prescribe with confidence. 

For greater variety of flavor and wider clinical usefulness, 
specify the four Pablum cereals. 


MEAD JOHNSON & CO. 
EVANSVILLE 21,1ND., U.S.A. 
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